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ABSTRACT 
  Police and family members often serve as the first responders in times of crisis 
for individuals living with mental illness. Research that focuses on families examines the 
burden of caring for loved ones with mental illness (e.g., subjective burden such as 
emotional impact and objective burden such as physical or financial impact).  Police 
responses to individuals with mental illness have been shown to focus primarily on post-
contact decisions (e.g., arrest, diversion, use of force, and peace keeping) as well as 
implementation of policy responses (e.g., critical incident teams). This dissertation 
contributes to the existing literature by examining factors that impact police responses to 
individuals with mental illness, including the role of power, as seen from both the police 
and family perspectives.  Utilizing the theoretical frameworks of collective 
consciousness, bureaucracy, and power, a more comprehensive understanding of police 
responses to mental health calls is gained. Using a phenomenological approach, semi-
structured, in-depth interviews were conducted with police officers (n = 34) and family 
members of individuals living with mental illness (n=5). Creswell’s (2013) five steps to 
phenomenological data analysis were followed. NVivo data software was used to assist 
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with coding and data management. The data from this study provide insight into the 
complex contextual landscape of police responses to individuals with mental illness. Such 
responses are influenced by personal, bureaucratic, community, and systemic factors. The 
family experience and perspective is also impacted by personal, community, and 
systemic influences. Data further revealed evidence of another dimension of power, a 
shift in responsibility for action (e.g., giving some measure of choice to another in the 
response or outcome). A new model detailing the complex landscape of police responses 
to individuals living with mental illness was developed and recommendations for 
appropriate forms of intervention were outlined. Building on and strengthening current 
models, opportunities for social work at this intersection are presented, including a focus 
on social justice and partnership with agencies and organizations. 
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Chapter One: Overview of the Dissertation 
 With so many high profile tragedies involving individuals with mental health 
issues in the news such as school shootings and violence in malls and movie theaters, 
national attention has become focused on responses and programs to address the issue 
(e.g. Deam, J. 2013; Lehman, C., 2013; Moskowitz, E., 2013; Szabo, L., 2013). Although 
individuals living with mental illness and their families may utilize and be served by 
multiple agencies and organizations in our communities, the family and police roles as a 
first response in times of crisis (e.g. Lamb, Weinberger, & DeCuir, 2002; Teplin, 2000; 
Torrey, 1997) make it imperative that the family and police perspectives be understood in 
order to better meet the needs of individuals living with mental illness. 
 The purpose of this dissertation is to understand police responses to individuals 
living with mental illness from the police perspective as well as the perspective of family 
members of these individuals. After the deinstitutionalization policy changes of the 
1960s, fewer options for treatment were available for individuals living with mental 
illness. As such, these individuals more often come into contact with police than they 
might otherwise (e.g., Lamb et al., 2002; Mechanic, 1989; Torrey, 1997). This has placed 
an increased burden on families and law enforcement officers to try and meet the needs 
of individuals living with mental illness. Much of the current literature of police and 
mental health related calls focuses on police decisions, targeting single components such 
as arrest, use of force, diversion, and peacekeeping (e.g., Green, 1997; Morabito, 2007; 
Paoline & Terrill, 2007; Vinton & Wilke, 2014). This study will extend our 
understanding by looking holistically at the complex factors that influence police 
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responses to mental health calls; how these encounters with police unfold; and the 
similarities and differences of police and family member’s perspectives of the role of 
police in responding to calls involving individuals with mental illness. 
 Three theoretical frameworks were used to guide this research: Durkheim (e.g., 
1893/1984); Weber (e.g., 1919; 1978a); and Lukes (e.g., 1977). These theories provide a 
breadth to the phenomenon of police responses to individuals living with mental illness 
by giving context to the influences that impact police officers and the decisions they 
make when responding to calls. Durkheim’s broad theory of the collective consciousness 
(e.g., 1893/1984) is used to understand the larger societal context and how communities 
can collectively shape the environment. Additionally, further examination of police 
departments as a collective sheds light on the shared understanding, shared goals and 
rules, how the collective understanding is transferred among members (e.g. training), and 
the sanctions or punishments for deviating from what is taught and expected. 
 Weber’s theory of the bureaucracy and civil servant (e.g., 1919; 1978a) provide 
another framework to guide our understanding of department level influences that impact 
police responses to individuals living with mental illness. This bureaucratic structure 
provides the scaffolding officers use when making decisions and responding to calls. 
Officers are guided, and sometimes compelled, by bureaucratic influences including their 
training, policies, protocol, and options available to them Lukes’ (e.g., 1977). The final 
theory used to guide this research is the three-dimensions of power by Lukes. Power, at 
core, is the ability to bring about a desired outcome. This study examined evidence of the 
use of power across all three dimensions: physical power; verbal power; and internalized 
3 
 
power. Power can be seen as a choice that is made and influenced by other factors. When 
used in conjunction with one another, these three theoretical frameworks deepen our 
understanding of police responses to individuals living with mental illness by providing 
separate but integral components of the complex picture of this phenomenon of study. 
 Using the theoretical frameworks described, this study sought to answer the 
following three research questions: 1) What personal, cultural, environmental or 
professional factors influence police responses to families and people with mental illness 
in the field? 2) At the moment of engagement between law enforcement and individuals 
with mental illness, how does the encounter unfold? and 3) What are similarities and 
differences in the perspectives of families and law enforcement officers surrounding 
police responses to individuals with mental illness, including the interaction between 
families and law enforcement? The design used to guide this study is a phenomenological 
approach (e.g., Moustakas, 1994; Patton, 2002; van Manen, 1990). Due to the limited 
research in this area, a phenomenological approach was used in order to cast a wide net in 
data collection and analysis to develop a broad framework of the phenomenon of police 
responses to individuals with mental illness. In keeping with the phenomenological 
methodology, it was important for me as the researcher to situate myself in the context of 
the study in order to understand the lens through which I see and frame the data (e.g. 
Moustakas, 1994; van Manen, 1990) (Appendix A). Institutional Review Board (IRB) 
approval from the Boston University (BU) IRB and the Department of Mental Health 
(DMH) was obtained.  
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 The state of Massachusetts is the setting for this study and data for this 
dissertation were drawn from police participants and family members of individuals 
living with mental illness. Broad recruitment efforts were used to recruit a diverse sample 
of participants from various communities, different departments, and varying ranks. 
Police participants (n = 34) and family participants (n = 5) were drawn from a total of 11 
communities in Massachusetts. Qualitative, semi-structured interviews were conducted 
(e.g., Creswell, 2013; Patton, 2002). Data were analyzed using Creswell’s five step 
approach to phenomenological data analysis: 1) organizing the data, 2) Reading and 
memoing, 3) Describing and classifying data into codes and themes, 4) Interpreting the 
data, and 5) Representing and visualizing the data. NVivo qualitative data software was 
used to assist with organization and analysis (e.g., Patton, 2002). A coding structure was 
developed using the three theoretical frameworks as well as open-coding of interview 
transcripts (e.g. Gibbs, 2007; Riessman, 2008; van Manen, 1990). All interviews were 
coded and participant data were analyzed in order to more holistically understand police 
responses to individuals with mental illness from the police and family perspectives.  
 This study contributes to our understanding of police responses to individuals 
living with mental illness. This study draws from both the police perspective and the 
perspective of family members of a loved one living with mental illness. This study 
enriches our understanding and fills the gap on the complexity of influences that impact 
police responses, including the use of power. Data reveal a complex context in which 
police responses are made. Factors that influence police officers include: personal, 
department, community, and systemic influences. Factors that influence families and 
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their experience caring for a loved one with mental illness include: personal, community, 
and systemic. Police officers carry with them these influences and gauge and assess while 
at the scene and determine the best response when responding to mental health related 
calls. Officer decisions include: arrest, use of force, diversion, and peace keeping. 
Another decision officers make is the use of power, the type of power to use, how much, 
and when. This study further adds to our understanding of the use of the three dimensions 
of power (e.g., Lukes, 1977): physical, verbal, and internalized, by adding an emerging 
aspect of power, the shift or transfer of power.  
This study will provide new information for policy and practice related to police 
responses to individuals living with mental illness. This research is important for police 
officers, family members of individuals living with mental illness, practitioners, and our 
communities. Because of the critical role each can play, it is imperative to seek a better 
understanding of the complex phenomenon of police responses to individuals with mental 
illness. This study will provide a more complete picture of what is happening at this 
intersection. Focusing more broadly on the multiple influences that impact police 
responses, greater insight into what is working and areas we can intervene will be 
uncovered. This information can inform current policies and practice in order to improve 
police responses to individuals with mental illness.  
This study also has implications specifically for social work and the role social 
work can have at this intersection. Social work has a long-standing commitment to social 
justice (e.g. National Association of Social Workers (NASW), 2008; Witkin, 1998) as 
well as a common framework of viewing the person in their environment (e.g., 
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Bronfenbrenner, 2000; Heineman, 1981). The implications for policy and practice that 
will arise from this study, closely align with these core aspects of the social work 
profession and therefore are areas in which social work can have a role in impacting 
police responses to individuals with mental illness. Social workers can take an active role 
by working directly with police, communities, and families caring for a loved one with 
mental illness. 
 This dissertation will further investigate the phenomenon of police responses to 
individuals living with mental illness from the perspective of police and families in this 
current study. Chapter two provides an in-depth look at the literature in the field and the 
theoretical frameworks used to guide this study. Chapter two begins by setting the 
context of the current problem by presenting literature on the prevalence and history of 
mental illness and how those with mental illness have been cared for in our country. 
From there, the current problem is described including relevant literature on families 
caring for a loved one with mental illness. Existing literature show the ways family 
members care for and advocate for their loved one as well as the impact that caring for a 
family member with mental illness can have on the individual. Specific to police, existing 
literature focuses primarily on post-contact decisions: arrest, diversion, use of force, and 
peace keeping. After reviewing existing literature, this chapter concludes by presenting 
the theoretical frameworks used to guide this dissertation and the literature pertaining to 
the role social work can have in this area. 
 Chapter three details the methods used to guide this study including design, IRB 
approval, and setting. This chapter continues with detailed description of the study 
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procedures including recruitment, interview procedures, data collection, and analysis. 
Chapter four presents the results based on the data analysis. This includes data from the 
theory-driven codes as well as the data-driven codes. Results are organized according to 
the three main research questions. A discussion of the results, including limitations of the 
study, is presented in chapter five. Chapter six concludes this dissertation by detailing 
areas of influence for police, where we can intervene, and areas for future research. 
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Chapter Two: Literature Review & Theoretical Frameworks 
Media attention to high profile tragedies involving individuals with mental health 
issues in crisis, such as school shootings and violence in malls and movie theaters, has 
focused public discussion on responses and programs to address these concerns (e.g. 
Deam, 2013; Lehman, 2013; Moskowitz, 2013; Szabo, 2013). Although individuals 
living with mental illness may utilize and be served by multiple agencies and 
organizations in our communities, family and police often provide the role of first 
response in times of crisis (Lamb et al., 2002; Teplin, 2000; Torrey, 1997). Families take 
a lead role in advocating and providing service for loved ones and police take a lead role 
as first responders in times of crisis (e.g., LaFond & Durham, 1992; Torrey, 1997). 
Because of the critical role they play it is imperative for policy makers, practitioners, and 
researchers to seek to understand police and family perspectives in order to better meet 
the needs of individuals living with mental illness. Yet, there is a paucity of research on 
the perspectives of law enforcement officers and families. We know little about what is 
currently happening at this intersection, what is working, and what could be better. This 
leaves a gap in this important area that this dissertation will fill. This chapter will look 
more closely at the prevalence and history of mental illness as well as the current 
problem and then turn to literature on the family and individuals with mental illness 
before moving on to research on police and individuals with mental illness. This chapter 
will then focus on the theoretical frameworks of Emile Durkheim, Max Weber, and 
Steven Lukes which will guide data analysis and interpretation for this dissertation. This 
chapter will conclude by addressing the role social work can have in this area.   
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Prevalence and History 
Historically, beliefs surrounding the origins of mental illness have evolved and 
influence the treatment and care for those individuals. According to the U.S. Surgeon 
General (2010), an estimated twenty percent of the adult population in the United States 
is affected by mental disorders that range in severity from mild to serious. Some mental 
disorders such as anxiety may be manageable on an individual level or with medication 
and/or professional help. Other mental disorders such as schizophrenia or bipolar disorder 
are more debilitating. As a sub-population of this 20 percent, a group of 5.4 percent is 
considered to have a serious mental illness that interferes with social functioning. Of 
those who have a serious mental illness, it is estimated that 2.6 percent have a severe and 
persistent mental illness, including such diagnoses as bipolar, schizophrenia or obsessive 
compulsive disorders (U.S. Surgeon General, 2010).  
Throughout history societies have developed methods to serve or isolate 
individuals living with mental illness, and these often reflect the social standards and 
ideas of the time. The views of the origins of mental illness and the responses to treating 
these individuals continues to evolve.  Conrad & Schneider (1980) have traced the 
evolution of how individuals with mental illness have been viewed and treated 
throughout history stemming from the beliefs of the origins of mental illness and their 
historical timeline will be presented here. Conrad & Schneider’s history recounts the 
ancient Hebrews belief that mental illness was a punishment from God for sin and 
therefore was managed through religious means. The roots of modern medicine began 
around the time of Hippocrates who lived between 460 – 377 BC and during this period 
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mental illness was viewed as stemming from an imbalance of the bodily humors and thus 
treatment was managed medically rather than religiously. In the Middle Ages the 
standards again changed and moved back to a more supernatural or mythological 
premise, with mental illness again being largely viewed as a punishment from God. At 
this time the church was a prominent form of cure and management. By the end of the 
16th and beginning of the 17th centuries, the view had again changed to a medical 
framework and the belief that mental illness should be treated by physicians began to 
grow as psychiatry developed.  
Conrad & Schneider’s historical analysis also traces the emergence of the first 
hospitals built to house individuals with mental illness and other “deviants” in mid-17th 
century Paris. In addition, the 17th century also brought with it confinement for those 
who were mentally ill and by the 18th century the first institutions devoted specifically to 
individuals with mental illness were created (Conrad & Schneider, 1980). These 
institutions persisted as the standard way to manage and care for individuals with mental 
illness until the deinstitutionalization policies of the 1960s (Conrad & Schneider, 1980; 
Rothman, 2002).  During this time of institutionalization, individuals with mental illness 
were removed from society, along with other populations including the criminal or 
elderly (Goffman, 1961; Rothman, 2002). This strategy was effective in detaching 
unwanted members of society from the larger whole, and putting them in institutions out 
of public view (Scull, 1984). Individuals with mental illness were placed in large 
institutions and these psychiatric hospitals served many functions: “a jail, a hospital, 
poorhouse, and an old people’s home. It protects society from the dangerously insane, 
11 
 
provides shelter and food to the feeble-minded and senile, treats all who can improve, and 
custodializes those who cannot” (Kittrie, 1971, p. 65). The institutionalization approach 
grew out of and fit the accepted ideas of human behavior of the time. 
One common belief about the best way to manage groups of individuals, 
including those living with mental illness, was to isolate them and bring about a change 
within the individual, to bring them back to a more mainstream way of being (Goffman, 
1961). “The lunatic, after all, was ‘sick’, and to an important extent was not responsible 
for his situation. Hence, his control was ‘treatment’, not ‘punishment’, and was allegedly 
undertaken ‘for his own good’.” (Scull, 1984, p. 124). Individuals with mental illness 
were viewed as sick, similar in ways to those who had a physical illness. Therefore, they 
were in need of care and treatment. The most accepted mode of treatment was the 
institution and these individuals were institutionalized in order for them to receive that 
treatment. 
The ideal for institutionalization may have been for treatment as a first option; 
however, if treatment did not take place or did not work, the institutions were already 
structured to custodialize these individuals in asylums by controlling them and keeping 
them away from the larger society. Rothman put it succinctly when he said: “The promise 
of reform had built up the asylums; the functionalism of custody perpetuated them.” 
(Rothman, 2002, p. 240). By isolating these individuals from outside forces and 
influences within an institutional setting the maintenance and care of large numbers of 
individuals could be managed by a few (Foucault, 1977/1995; Goffman, 1961) increasing 
efficiency and minimizing scarce resources and institutionalization was used for many 
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years in our society as the most effective and efficient means to isolate and manage 
different groups, including individuals living with mental illness (Kittrie, 1971). This 
approach would start to come under significant scrutiny and change would again begin to 
occur. 
Premises of Change 
 As our history has shown, change does occur and the ways in which we care for 
individuals living with mental illness would shift again. These changes were not 
immediate and required the culmination of components from three broad areas including: 
public attention and social movements, collective understanding of mental illness and 
treatment, and policy and legal intervention.  
Public Attention and Social Movements 
It wasn’t until the 1940s brought with it an awareness of the atrocious conditions 
in many of the large psychiatric hospitals that things began to change. Conditions such as 
overcrowding, no clothing for some patients, inadequate or inappropriate treatment for 
patients, severely mismatched patient to staff ratios, and unsafe buildings that had been 
the state of treatment, all began to come to public attention (e.g. Appelbaum, 1994; 
Conrad & Schneider, 1980; Deutsch, 1948; Gorman, 1956). Adding two more decades of 
change in opinion on the best way to manage and care for these individuals, the 1960s 
brought a shift in the way society felt about oppressed groups as the Civil Rights 
movement raged, encompassing the belief in rights for all groups that previously had 
been denied, including individuals living with mental illness (Mechanic, 1989; Mills, 
1986). 
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Collective Understanding and Treatment 
The terrible conditions in psychiatric hospitals as well as advancements in the 
development of psychotropic medications in the 1950s brought additional attention and 
focus on institutionalized individuals living with mental illness. With the claim, and some 
evidence, that psychotropic medications could bring better behavior management and 
symptom reduction for these individuals, society began to feel they might be better 
served in a less restrictive manner (American Psychiatric Association [APA], 2004; 
Conrad & Schneider, 1980; Kramer, 1977; Mechanic 1989; Scull, 1984).  
 As the large psychiatric hospitals had been used prior to deinstitutionalization as a 
way to manage and care for individuals living with mental illness (Rothman, 2002), they 
became increasingly more crowded and over the years began to deteriorate. Hospitals and 
state governments were facing the looming expense of building new facilities to meet the 
growing need and/or the expense of repairing and updating the old institutions. Another 
mounting financial burden was the increasing unionization of hospital labor which 
required an upsurge in labor costs in order to maintain, staff, and attempt to adequately 
care for the needs of an increasing hospital population (LaFond & Durham, 1992). This 
added to the collective understanding of a better way to treat individuals living with 
mental illness. 
Policy and Legal Intervention  
With the coming together of a shift in ideology, changes to psychotropic 
medications, and impending financial expenditures, the time was ripe for changes in 
legislation and in 1963 the Community Mental Health Centers (CMHC) Act of 1963 
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(2012) pushed for the closing of psychiatric hospitals and the move of individuals with 
mental illness to community based programs for treatment. This can be viewed as a 
response to the contemporary values and beliefs of least restrictive treatment and civil 
rights for individuals living with mental illness (e.g. American Psychiatric Association 
APA, 2004; Kramer, 1977; Mechanic, 1989; Mills, 1986).  
The CMHC Act of 1963 was part of the larger Mental Retardation Facilities and 
Community Mental Health Centers Construction Act of 1963 (2012). Two parts of the 
legislation authorized appropriations for centers focused on research of mental illness, 
facilities connected to universities or other public and nonprofit for those with mental 
illness or who had disabilities (§§2661-2666) as well as appropriations focused on 
training those who would work with people who had mental illness or disabilities (§§ 
2698-2698b). The CMHC portion (§§ 2681-2689p) authorized the appropriation of 
$150,000,000 for states over the course of three years to build community mental health 
facilities which would provide adequate mental health services for residents of the states, 
including those who were unable to pay for those services. In a statement made while 
signing the Mental Retardation Facilities and Community Mental Health Centers 
Construction Act of 1963, President Kennedy remarked, “It should be possible, within a 
decade or two, to reduce the number of patients in mental institutions by 50% or more.” 
(Kennedy, 1963, p. 1). 
According to Morrissey (1989), the “opening of the back door” (p. 317) of the 
institutions involved the early release of new admissions to psychiatric hospitals as well 
as the placement of higher functioning individuals in alternative and aftercare programs. 
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This approach was coupled with the “closing of the front door” (Morrissey, 1989, p. 320) 
which made it more difficult to admit individuals with mental illness to these hospitals. 
By 1975 a reduction of 65 percent, a number well above the hoped-for 50 percent, of 
individuals in psychiatric hospitals had occurred (Mechanic & Rochefort, 1990).  
Also in the 1960s, social welfare programs were expanded at the federal level and 
these new resources could be accessed to supplement state funds for individuals with 
mental illness, allowing them the opportunity to live more independently in the 
community (LaFond & Durham, 1992; Mechanic, 1989). Individuals living with mental 
illness were eligible to be enrolled in SSI and SSDI, essentially shifting some of the 
financial burden from the states to the federal government (Brown, 1985).  
Similarities in the Criminal Justice System 
At the same time that public attention and social movements, collective 
understanding of mental illnesses and treatments, and policy and legal changes were 
impacting and shaping the mental health landscape, these premises of change (public 
attention and social movements, collective understanding and treatment, and policy and 
legal interventions) were also influencing the criminal justice system. Rosenbloom (1983; 
2013) introduced a theory of public administration that can be used to understand the 
criminal justice system and the three premises of change. His Managerial approach may 
be thought of as aligning with public attention and social movements. The Political 
approach aligns with the collective understanding and treatment. Finally, his Legal 
approach resembles the policy and legal intervention arena of change. This framework 
adds to our understanding of change, including changes within the criminal justice 
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system. Although beyond the scope of this dissertation, the connection between 
individuals living with mental illness and the criminal justice system make it important to 
note similarities and differences that can have an impact on individuals who may be 
touched by both systems.  
Public attention and social movements influencing the criminal justice system 
include such things as reports on police brutality across the country, public attention and 
fear over marijuana, and general social unrest in society and the focus on justice and civil 
rights (Walker, 1998). Much like treatment and care for individuals living with mental 
illness, the collective understanding and beliefs about treatment for those in the criminal 
justice system shaped changes within that system. Similar psychiatric institutions (e.g., 
Scull, 1984), the prison system grew from humanitarian desires to treat rather than punish 
and changes in theory and understanding of criminology fostered hope for corrective and 
individualized treatment within the criminal justice system (Walker, 1998). Policy and 
legal intervention also moved the criminal justice system. Court rulings changed the way 
the criminal justice system operated and set precedent that is still used today. Many of the 
court rulings included civil rights such as rulings on illegal search and seizure, the right to 
remain silent, the right to an attorney, setting up a public defender system, and rights for 
prisoners (Walker, 1998).  
Prison expansion began in the 1970s and as the population in psychiatric hospitals 
decreased, the prison population increased (e.g., Harcourt, 2008; 2011; Raphael, 2000). 
Changing the criminal justice system is relevant in particular due to connection of 
individuals with mental illness and the criminal justice system. Harcourt (2000) has 
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studied the changes in the mental health system and suggests using this as a model for 
changing the criminal justice system. Using the three premises of change discussed 
above, Harcourt argues for transforming the criminal justice system for those impacted 
by it, including individuals living with mental illness. Harcourt has discussed the 
importance of social meaning or the collective understanding and the impact this has had 
on policing. Harcourt (2011) has further studied the pathway to change in the mental 
health system as a way to potentially bring about change within the prison system. For 
example, to address the collective understanding and treatment within the prison system, 
Harcourt suggests potentially increasing the use of medication for certain behaviors. 
Within the policy and legal intervention arena Harcourt suggests federal funding 
incentives to reduce prison populations as well as high profile litigation that might be 
used to impact public attention and social movements (Harcourt, 2011). The implications 
of changes to the criminal justice system are important to keep in mind when considering 
the implications of deinstitutionalization on the mental health system and individuals 
living with mental illness.  
Implications of Deinstitutionalization 
Although the goals of deinstitutionalization and the ideology behind the policies 
were well intended, the deinstitutionalization policies of 1963 and subsequent legal 
changes had many unintended consequences. It is true that the sharp decrease in numbers 
of individuals with mental illness in psychiatric hospitals met the stated goal of the policy 
(Mechanic & Rochefort, 1990). In addition, the decrease in spending required to maintain 
institutions, also met a goal (Scull, 1984). However, many consequences followed. One 
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hope of the expanded social welfare programs was that individuals with mental illness, 
now eligible for enrollment, would be able to obtain needed financial support to live 
more independently in the community and to provide for their mental health needs (e.g. 
Brown, 1985; Foley & Sharfstein, 1983; Taube, Goldman, & Salkever, 1990). This 
ultimately did not happen due to optional benefits by states for community treatment 
being unevenly adopted and some necessary services for individuals not covered by the 
financing programs. In addition, there were low reimbursement rates for services by 
providers which led to fewer providers willing to treat individuals with more serious 
mental illness (Taube et al., 1990).   
The overarching CMHC legislation was enacted from a federal level; however, 
similar to many other policies and programs in our country, the states were afforded some 
sovereignty and discretion in adoption. Medicaid soon became a major source of 
financing for the indigent mentally ill with approximately 15 percent of all Medicaid 
dollars spent on mental illness including skilled nursing staff, intermediate care facilities, 
state psychiatric hospital care, and general hospital psychiatric care (Taube et al., 1990). 
However, many individuals with mental illness who could benefit from SSI or SSDI were 
not enrolled and therefore this particular financial benefit was underutilized (e.g. 
Bachrach, 1982; Bassuk & Gerson, 1978; Brown, 1985; Lamb, 1993; Ozarin & 
Sharfstein, 1978; Taube et al., 1990).  
In addition to the broad impact of the CMHC legislation, the treatment and care 
for individuals living with mental illness have been impacted by court cases that have set 
precedent and broadened protections for these individuals, perhaps at some cost to 
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accessing care. Changes have been made to the Not Guilty by Reason of Insanity (NGRI) 
defense. Legal action has also impacted treatment such that individuals have a right to 
treatment and also must be treated in the least restrictive environment, and that 
individuals have a right to refuse treatment. Changes have also been made to civil 
commitment including placing restrictions on how long individuals can be held against 
their will and the requirement of dangerousness when making determinations (e.g. 
Appelbaum, 1994; LaFond & Durham, 1992; Torrey, 1997). Additionally, there have 
been legal precedent for the personal liability of psychiatrists for the actions of patients 
(Torrey, 1997) which can further impact the willingness of professionals to care for and 
treat individuals living with severe and persistent mental illness. While these changes do 
allow for individual choice and determination, they do not necessarily address the 
implications including those for individuals who could benefit from treatment but refuse. 
Current Context of the Problem 
As the follow-through of funding for community supports was never fully put in 
place, formal care and management was not present in the community to effectively 
support these individuals (e.g. Bachrach, 1982; Bassuk & Gerson, 1978; Brown, 1985; 
Lamb, 1993; Ozarin & Sharfstein, 1978; Taube et al., 1990). The ideal scenario of 
adequate services in the community sufficient to meet the mental health needs of 
individuals living with mental illness did not fully materialize. With a lack of adequate 
providers, supports, resources and options, individuals living with mental illness in need 
of care and support utilize other available resources when in crisis. For example, 
individuals make use of the emergency departments in hospitals and often have longer 
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stays and therefore use emergency room resources and beds that might otherwise be used 
for others in need (Little, Clasen, Hendricks, & Walker, 2011).  
Changes to policies were well intended but consequences and outcomes fell short 
of the expected goals. Likewise, the laws that were enacted to improve treatment and 
protect the rights of individuals with mental illness did not always have the intended 
influence. Without practicable options for care and support available in the community 
for individuals living with mental illness, the task fell partly to families and the arm 
already used as a mechanism of control and first responders: law enforcement officers 
and the criminal justice system (e.g. APA, 2004; Black, 1976; Durkheim, 1893/1984; 
LaFond & Durham, 1992; Lamb et al., 2002; Mechanic, 1989; Scheid-Cook, 1991; Taube 
et al., 1990; Torrey, 1997). Families of these individuals took on additional responsibility 
of primary caregiver. There was also a shift towards more involvement with police due to 
their role of first responder and ensuring safety in our communities.  
Shift Towards Families 
The family has been an important center of care throughout the life of individuals 
living with mental illness and family members often take on many roles including 
advocate and service provider (Cox, 1991; LaFond & Durham, 1992; Marsh & Johnson, 
1997; Mechanic & Rochefort, 1990; Torrey, 1997). With fewer supports in the 
community, families have taken a more active role in meeting the needs of their loved 
one. Navigating the complexities surrounding care for a loved one with mental illness by 
family members across a fragmented system can take a toll on the caregiver. 
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Burden of care. While some emerging literature on the impact on caregivers of a 
family member living with mental illness focuses specifically on racial differences (e.g. 
Guada, Land, & Han, 2011; Hernandez & Barrio, 2015; Hernandez, Barrio, & Yamada, 
2013;  Marsiglia, Kulis, Perez, & Bermudez-Parsai, 2011; Mendenhall & Mount, 2011; 
Rosenfarb Bellack, & Aziz, 2006; Smith, et al. 2014; Stueve, Vine, & Struening, 1997), 
there is even more limited research showing an impact on burden based on the severity of 
the loved one’s mental illness or disruptive behaviors (e.g. Mendenhall & Mount, 2011; 
Reinhard & Horwitz, 1995; Song, Mailick, & Greenberg, 2014). However, the largest 
proportion of literature focuses more broadly on the impact on the caregiver (e.g. Barker, 
Greenberg, Mailick-Seltzer, & Almeida, 2012; Cook, Lefley, Pickett, & Cohler, 1994; 
Cook, Pickett, & Cohler, 1997; Mendenhall & Mount, 2011; Shor & Birnbaum, 2012; 
Song et al., 2014). 
Much research has been done examining how caregiving of a family member 
living with mental illness affects the caregivers themselves. This impact has been studied 
as burden and is often broken down into two types, subjective and objective (e.g. Guada 
et al., 2011; Hernandez & Barrio, 2015; Reinhard & Horwitz, 1995). Although there is no 
one definition of burden, objective burden can be thought of as including such aspects as 
financial impact, disruptions with work or family, and physical impacts. Subjective 
burden includes areas such as emotional impact, stress, guilt, grief, loss, anger, and 
depression. 
In the literature, more specific to objective burden on a family member caring for 
a loved one with mental illness, there has been a focus on the impact, usually detrimental, 
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on physical health (Barker et al., 2012; Katz et al., 2015; Mendenhall & Mount, 2011; 
Song et al., 2014). Additional aspects of objective burden have included the impact of 
social support (Mendenhall & Mount, 2011) as well as outside aspects such as the work 
environment in relation to caregiver burden (Song et al., 2014). Research also focuses on 
the subjective burden of these caregivers (e.g. Champlin, 2009; Hernandez & Barrio, 
2015; Marsiglia et al., 2011; Rhoades & McFarland, 1999; Rosenfarb et al., 2006). 
Within this area more targeted foci have been on the overall stress of the caregiver (e.g. 
Barker et al., 2012; Crowe & Lyness, 2014; Farinelli & Guerrero, 2011). Additional 
research has studied the relationship between caregiving on the caregiver’s mental health 
(e.g. Cook, 1988; Farinelli & Guerrero, 2011). Other research has looked at the impact of 
burden including feelings by the caregiver of grief and loss in relation to their loved one 
living with mental illness and the life the individual will not have (e.g. Champlin, 2009; 
Karp & Tanarugsachock, 2000; Scheyett, 1990). Anger and frustration have also been 
shown to be components of burden for family members caring for a mentally ill loved 
one (Karp & Tanarugsachock, 2000). 
Difficult decisions. With the burden of caring for a loved one with mental illness, 
compounded by the financial stress and barriers to treatment (e.g. Barker et al., 2012; 
Cook et al., 1994; Hernandez et al., 2013; Mendenhall & Mount, 2011; Reinhard & 
Horwitz, 1995; Shor & Birnbaum, 2012; Smith et al., 2014; Song et al., 2014), families 
often find it necessary to make difficult decisions regarding ways to obtain treatment for 
their loved one (e.g. Champlin, 2009; Copeland & Heilemann, 2011; Solomon et al., 
2005). Caring for a loved one with mental illness can be very difficult, and require 
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decisions be made in a challenging and complex environment (e.g. Champlin, 2009; 
Copeland & Heilemann, 2011; Solomon, Cavanaugh, & Gelles, 2005). 
Copeland & Heilemann (2011) developed a model of housing decision-making 
for mothers of individuals living with mental illness who have been violent. This model 
speaks to the complexity of decision-making for caregivers and can be useful when 
thinking more broadly about caring for a loved one with mental illness. For Copeland and 
Heilemann (2011), decisions are made by balancing the feelings of the caregiver and their 
individual ability with feelings of love and obligation. This is made even more complex 
when considering personal safety and plans for contingency situations as well as potential 
consequences of the decision. All of these are further added to through various external 
forces. These components are weighed and considered and then decisions are ultimately 
made which impact the family member living with mental illness as well as those caring 
for them. This is a useful framework which provides insight into the complexity of the 
caregiving role for family members. The complexity of the caregiver role and the context 
surrounding law enforcement responses to individuals with mental from the family 
perspective is one aspect this dissertation will address.  
Violence directed at caregivers by a loved one living with mental illness is not 
often openly talked about for various reasons including a desire to limit further 
stigmatization of this population (Solomon et al., 2005). Katz, Medoff, Fang, & Dixon 
(2015) have shown that family members who feel they are at risk for harm by their 
mentally ill loved one have a more negative perception of their caregiving role. For the 
family members, this can bring isolation coupled with violence as well as other factors in 
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the complex context and add to the impact on family members tasked with the care of 
their loved one. Some families, after repeatedly being denied access to help for their 
family member through the legal and mental health systems, have found themselves 
facing what they see as limited options on a bleak spectrum in an effort to balance the 
complex pieces in order to meet the needs as best as possible for all involved. Torrey 
(1997) shares the story of a mother and daughter who repeatedly tried for years to access 
services and obtain help for their son and brother who was living with schizophrenia and 
when not on medication was violent and threatening. After their well-documented 
struggle and attempts to obtain service they felt the best option for their son and their 
family was to take him to a rural area and end his life (Torrey, 1997). Families who 
struggle for so long to help their loved one can feel hopeless, isolated, and failed by the 
systems that are in place intended to help. 
Families overwhelmed with managing symptoms may seek formal help from law 
enforcement officers as a way to access services they have otherwise been unable to 
obtain. Information about families involving police is often ancillary to the research focus 
and yet provides insight into the need for further research. Although not the sole focus of 
study, Champlin’s (2009) research highlights family members’ experience of caring for a 
loved one with mental illness. This experience can include calling police in times of crisis 
for additional help with their loved one and the difficulty of doing this. Torrey (1997) 
also gives examples in his book of families reaching out to police for help in times of 
crisis, including pressing charges against a loved one in an effort to access care. There is 
a lack of research focusing on the family perspective regarding the current role of law 
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enforcement to help manage individuals living with mental illness when they are in crisis 
and this is a gap in the literature that will be addressed with this dissertation. Literature 
regarding law enforcement officers and individuals with mental illness will now be 
presented. 
Shift Towards Police 
The increasing reliance upon law enforcement and the use of the penal system as 
a means to obtain treatment places a substantial and unexpected burden on these systems. 
Additionally, people who have mental illness and are homeless are more likely to 
encounter law enforcement. Increasingly, law enforcement has become a frontline 
professional managing individuals living with mental illness when they are in crisis 
(Lamb et al., 2002; Torrey, 1997). This responsibility falls to police because of their 
professional duty to maintain order and protect individuals in society.  
With people having mental illness living in the community, there is an increased 
likelihood that these individuals will experience symptoms in public. Moreover, family 
members may not be able to manage a person with serious mental illness in an informal 
manner and these families may turn to law enforcement officers for help (e.g. Lamb et 
al., 2002; Torrey, 1997; Wood, Watson, & Fulambarker, 2016). Families have resorted to 
involving the formal legal system in their efforts to obtain access to treatment. There are 
examples of family members who press charges against their loved one with mental 
illness as a way to get them into the penal system, thereby hoping to more easily gain 
access to mental health treatment (Torrey, 1997).  
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Police officers are in the community as part of their responsibilities, are first 
responders, and are often the ones called upon to manage disturbances and crisis 
situations (Lamb et al., 2002; Torrey, 1997). Because families often call upon law 
enforcement officers to manage individuals with mental illness, especially when that 
individual’s behavior seems threatening or unpredictable, and due to the natural role of 
law enforcement officers to protect the safety of the public, the overlap between 
individuals with mental illness and law enforcement is unavoidable (Lamb et al., 2002; 
Teplin, 2000; Torrey, 1997).  
Police engagement and assessment. Research has begun to understand the 
nature of these encounters including looking more closely at how law enforcement 
officers manage and interact with individuals living with mental illness (e.g. Green, 1997; 
Morabito, 2007; Watson, Ottati, Morabito, Draine, Kerr, & Angell, 2009; Wood et al., 
2016).  
There are two primary ways in which a law enforcement officer will make contact 
with a citizen. Either their contacts are made via citizen initiated requests or through their 
own initiation (e.g. Green, 1997; Teplin, 2000). When they respond to situations, either 
citizen or officer initiated, police may or may not have many details of what or who they 
are going to be dealing with. Due to the uncertainty of their jobs, officers rely on their 
own discretion to determine what type of response is required for the situation. Officer 
perception as to whether or not an individual has a mental illness has been shown to 
impact their response to these individuals (e.g. Engel & Silver, 2001; Green, 1997; 
Morabito, 2007).  Research shows that officers are less likely to use force (Johnson, 
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2011) and less likely to arrest individuals perceived to have a mental illness (Clark, 
Ricketts, & McHugo, 1999; Engel & Silver, 2001). The variation in officer response in 
any given situation is also influenced by the police department norms, including routines, 
policies, and trainings. 
Officer perception as to whether or not an individual has mental illness is often 
used when studying the impact of mental illness on police decisions (e.g. Engel, 2015; 
Engel & Silver, 2001; Johnson, 2011; Wells & Schafer, 2006). Due to a lack of clinical 
training for officers, some feel the use of officer perception data is not valid (e.g. Alpert, 
2015; Engel & Silver, 2001; Green, 1997; Johnson, 2011; Watson et al., 2009). However, 
the law enforcement officers are the ones responding to calls and making decisions based 
on their perception of the scene and individuals, it is their perception that impacts 
decisions and therefore what we should measure (Cronin, personal communication, 
2013).  Police officers have a lot of discretion and often make decisions with limited time 
or information (e.g. Lipsky, 1980; Maynard-Moody & Musheno, 2000; 2003). As such, 
officer perception is crucial to understanding the interaction with individuals perceived to 
have mental illness in order to determine what is working, what is not, and ultimately 
how to improve their work, responses, and interactions with individuals with mental 
illness. When a police officer is called upon to interact with individuals, be they living 
with a mental illness or not, they must make decisions regarding how they will respond.  
Police decisions. When responding to calls, police decisions can be thought of as 
falling along a spectrum, although not necessarily of intensity, with informal interaction 
on one end and formal arrest on the other. Following contact, choices include arrest, 
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diversion, use of force, and peace keeping (e.g. Green, 1997; Johnson, 2011; Watson et 
al., 2009; Wells & Schafer, 2006). The first decision I will discuss is arrest. Arrest is the 
most aggressive and formalized decision and has implications not only for the individuals 
with mental illness but also for our penal and legal systems. 
Arrest. According to the Bureau of Justice Statistics (BJS) (2006), a large 
proportion of individuals in state prisons (56 percent), federal prisons (45 percent), and 
jails (64 percent) are living with a mental health problem. Given these striking statistics 
about incarceration of individuals with mental illness, it is of concern that perhaps 
individuals living with mental illness may be arrested at rates that are disproportionate to 
other populations. Research has been done to look specifically at what factors influence 
an officer’s use of arrest for individuals living with mental illness. Some research has 
shown that officer training programs specifically designed to reduce arrests have not had 
an immediate impact on an officer’s use of arrest for individuals with mental illness 
compared to other populations (Watson, et al., 2009). However, more research has shown 
that, on a situation by situation basis, police officers often use arrest less for individuals 
they perceive as having mental illness than for others perceived to not have mental health 
concerns (e.g. Clark et al., 1999; Engel & Silver, 2001; Green, 1997; Hanafi, Bahora, 
Demir, & Compton, 2008; Morabito, 2007; Mulvey & White, 2013). 
Clark et al. (1999) found high rates of involvement with the legal system for 
individuals with mental illness in their study focused on individuals with mental illness 
and substance use disorders over a three-year period.  Specifically, 44 percent of 
individuals with mental illness had been arrested at least once but were four times more 
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likely to have encounters with the legal system that did not result in arrest, rather than 
encounters that did result in arrest. Much like variables that contribute to an officer’s use 
of force, factors such as safety for the officer and other individuals, use of a weapon, 
behaviors of the individual, resistance, hostility, etc. impact an officer’s decision to 
arrest. In a mixed-methods study of police in Hawaii and their decisions, Green (1997) 
found a complex context that informs the officer’s decision to arrest an individual with 
mental illness, including the impact on the court, the legal system, the effort required by 
the individual officer, and the impact on the individual with mental illness. Because of 
this, arrest is often used as a last resort. Diversion from actions that would lead to formal 
arrest or further interaction with the legal system is another decision officers can make. 
Diversion. Diversion can be thought of as directing an individual to mental health 
services as a way of diverting them from the formal penal system. The decision to divert 
an individual with mental illness varies depending on factors such as the particular 
circumstances of the contact and the policies and procedures of a given department. In 
addition, the education level of officers has been shown to have an impact on increasing 
diversion (Vinton & Wilke, 2014). Diversion decisions are also influenced by the training 
and experience of the officer. There has been much research on specialized training for 
police officers that might help promote diversion, including Crisis Intervention Team 
(CIT) training. CIT was a model developed in Memphis in response to a tragic police 
shooting as a better way to respond to individuals living with mental illness (Compton, 
Bahora, Watson, & Oliva, 2008). For example, in their study of the impact of CIT trained 
officers and their decision to divert, Watson et al. (2009) found that officers who had 
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received CIT training directed a greater proportion of individuals with mental health 
concerns to mental health services than did officers who had not received CIT training. 
There have also been other specialized trainings and together with CIT the research has 
shown that training and experience do have an impact on increasing an officer’s use of 
diversion for individuals living with mental illness (Canada, Angell, & Watson, 2012; 
Davidson, 2016; Morabito, Kerr, Watson, Draine, Ottati, & Angell, 2012; Paoline & 
Terill, 2007; Vinton & Wilke, 2014; Watson, Swartz, Bohrman, Kriegel, & Draine, 2014; 
Weaver, Joseph, Dongon, Fairweather, & Ruzek, 2013). 
Another key component influencing an officer’s decision to divert is the 
availability of other resources or alternatives for the person to be diverted or referred to 
(Bonkiewicz, Green, Moyer, & Wright, 2014; DeMatteo, LaDuke, Locklair, & Heilbrun, 
2013; Lord, Bjerregaard, Blevins, & Whisman, 2011; Suiter & Heflinger, 2011). Along a 
similar vein Vinton & Wilke as Vinton & Wilke (2014) found in their study of 
professionals including victim assistance, law enforcement, public health, and mental 
health professionals’ knowledge of services., a police officer actually having knowledge 
of these other available resources increases the likelihood to divert.  
If officers have available resources to divert an individual to, as well as training 
and knowledge of these resources, another component that can still influence their 
decision to divert is the relationships that are in place, including the level of collaboration 
and the communication with organizations and providers (Alarid, Sims, & Ruiz, 2011; 
Bonkiewicz et al., 2014; Frazzano & Snyder, 2013; Gibb, 2014; Lord et al., 2011; 
McCutcheon, Roland, Mann, Schneidmiller, & Jones, 2013; Ritter, Teller, Marcussen, 
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Munetz, & Teasdale, 2011; Skubby, Bonfine, Novisky, Munetz, & Ritter, 2013; Usher, 
2011; Vinton & Wilke, 2014). The relationships between mental health services and law 
enforcement as well as officer perceptions of the benefit of mental health services also 
play a role in an officer’s decision to direct an individual with mental health issues to 
mental health services (e.g. Morabito, 2007; Wells & Schafer, 2006). The next decision 
to be discussed is whether or not an officer should use force.  
Use of force. Often police officers must rely on their physical strength and skills 
to handle individuals in crisis situations. This is also true of police officers and 
individuals with mental illness. Similar to elements that influence an officer’s decision to 
divert, many things prompt the use of force, including experience (Paoline & Terrill, 
2007) and education and training (Katz et al., 2015; Morabito et al., 2012; Paoline & 
Terrill, 2007; Rydberg & Terrill, 2010). There may be concern that physical force is 
overused, especially when interacting with individuals living with mental illness, 
however, studies have shown this to not be the case (e.g. Johnson, 2011; Morabito, 2007; 
Morabito & Socia, 2015; Mulvey & White, 2013). While focusing on secondary data 
analysis of officer self-reported interactions with citizens, Johnson (2011) found in 
general that officers used force less with individuals they perceived to have a mental 
illness, yet, those who were perceived to be mentally unstable were significantly more 
likely to receive more serious force such as strikes and the use of a weapon, when force 
was used, than were individuals who were not perceived to be mentally ill. Johnson’s 
findings also suggest that individuals with mental health issues were more likely to 
physically resist arrest, possess a weapon, assault officers, and/or display a hostile 
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demeanor, all of which are more likely indicators of police use of force, both for 
individuals with mental illness as well as others. However, when force was used with this 
group it was more serious than when used with those not perceived to have a mental 
illness. Ultimately, Johnson found that it was the behavior of the individual, rather than 
the officer’s perception of that individual’s mental health status, that was more likely to 
predict or be associated with an officer’s use of physical force (Johnson, 2011). The least 
formal response police officers have is peace keeping ant that will be the final decision 
discussed. 
Peace keeping. Studies have shown that much of police officer’s time and 
resources are spent in “peacekeeping” matters in which the individual involved did not 
show intent to break the law but rather was a bother to others in the vicinity or for minor 
issues (e.g. Bittner, 1967; Famega, 2005; Green, 1997; Wells & Schafer, 2006; White, 
2010; Wood et al., 2016). This is the least formal means of interaction for individuals 
living with mental illness by the law enforcement officer. For example, one study by 
Green (1997) looked at police officers in Hawaii. Often these police officers were called 
upon to handle individuals who were homeless, sleeping in public areas but a bother to 
airport officials and potentially to other members of the public in the area. Green’s study 
found that officer perceptions led police officers to more often determine that individuals 
who were known to have, or believed to have a mental illness, were more frequently 
involved in these types of contacts rather than an actual criminal offense.  
Although it might be thought better for law enforcement officers to not be the 
ones managing and interacting with individuals living with mental illness, rather leaving 
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that jurisdiction to mental health professionals with more specialized training, the fact 
remains that law enforcement officers are coming into contact with these individuals 
currently and therefore this must be taken as a starting point. In order to better understand 
the role of police officers in responding to individuals living with mental illness, this 
dissertation will fill a gap by examining the police perspective. Through qualitative 
interviews with police and family participants, this study will focus on the broad 
contextual aspects that impact police responses to individuals living with mental illness. 
Having first discussed the prevalence and history as well as the current problem of mental 
illness in our society, the current literature and gaps in the literature on families and 
police involvement with individuals living with mental illness was presented. The 
theoretical frameworks used to analyze the data for this dissertation will now be explored. 
Theoretical Frameworks 
Although there is some literature focusing on families and their experiences with 
managing and caring for someone with mental illness (e.g. Cox, 1991; Marsh & Johnson, 
1997; Torrey, 1997) as well as literature focusing on police and their involvement with 
individuals with mental illness in crisis (e.g. Lamb et al., 2002; Teplin, 2000), there is 
little literature that looks more in-depth and specifically at the contextual factors that 
influence police responses, how the specific encounters unfold, and the perspectives of 
families and police about law enforcement responses to individuals with mental illness, 
including interaction between families and police. I will address these issues in this 
dissertation using a phenomenological approach (Patton, 2002). I will draw on multiple 
theoretical frameworks to better understand police responses to individuals with mental 
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illness, including theorists such as Durkheim, Weber, and Lukes, as discussed below. 
Additional perspectives will serve as resources to inform the study, as the data are 
gathered and analyzed. 
Durkheim’s Collective Consciousness 
For Durkheim, the structure of society and the culture of that society are 
intertwined and play a reciprocal role in influencing one another as well as how society is 
managed (Durkheim, 1893/1984). A key theoretical idea about society from Durkheim is 
that of collective consciousness. The collective consciousness of a society is comprised 
of and reflects the core values, ideas, beliefs, and shared understandings. It is this 
collective consciousness that organizes and drives the society toward shared goals, rules, 
and punishments, all of which are for the good of the society and to maintain cohesion. 
This collective conscious is frequently unwritten, unstated, and perhaps even 
unrecognized because it is often an internal way of being or doing. This shared 
understanding of the rules and values are transferred and communicated among members 
of the group. It could also be argued that this collective consciousness of society can be 
seen in our communities but also on a smaller scale, for example in an organization such 
as a treatment agency or a police department (e.g. Brehm & Gates, 1993; Hathazy, 2012; 
Ingram, Paoline, & Terrill, 2013; Maanen, 1973; Maynard-Moody & Musheno, 2003; 
Muir, 1977; Watson et al., 2014; Wilkins & Williams 2008). 
The collective consciousness works to regulate behavior and is the same as the 
general morality of the society, therefore seeking to control that morality. Durkheim 
believed that this collective consciousness, for many societies, was strong enough to 
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regulate and control most behavior, and for those individuals who needed more or 
stronger social control, other mechanisms stepped in, including punishment. This idea of 
the collective consciousness as put forward by Durkheim influences a society’s cohesion 
and management of all groups that differ from the norm, including individuals living with 
mental illness. 
The shift in the way our society has managed individuals with mental illness also 
exemplifies these concepts from Durkheim. Individuals with mental illness have been 
viewed as different from the norms of society and therefore in need of management 
(Rothman, 2002). Individuals living with mental illness, whether in an institution or out 
in larger society, are still subject to all forms of management and order imposed on other 
members of that society. One such form impacting individuals with mental illness is 
formal law.  
For Durkheim, formal laws are used to regulate and manage individuals, 
including those living with mental illness. It can be said that law both reflects and is 
informed by society (Smith, 2008). The legal system grew then to serve the function of 
creating and maintaining cohesion in a society with a weakening collective consciousness 
(Durkheim, 1897/1951; Durkheim, 1893/1984). This aligns with Durkheim’s concepts of 
collective consciousness, solidarity, and law. He sees law as reflective of the collective 
consciousness as well as a formal way to control society when the informal collective 
weakens. An increasingly formal legal system and diversification of law grew out of a 
need to provide and maintain cohesion of society whose collective consciousness was 
increasingly ineffective. 
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It can be argued that the making of rules as well as the breaking of those rules are 
both aspects of every society, and those who break the rules are managed through the 
laws of each society (Kittrie, 1971). The law, therefore, plays an essential part in the 
regulating of society (Durkheim, 1893/1984; Kittrie, 1971). Prior to 
deinstitutionalization, individuals with mental illness who could not contribute to society 
and differed from the norm were removed from that society. After deinstitutionalization, 
these individuals were seen more often as needing help to get back to a more socially 
acceptable state in which they could contribute to society in a meaningful way, but if they 
could not be otherwise managed, the law was in place and would formally bring about 
conformity (Kittrie, 1971). Helping these individuals to change their behaviors and live in 
a more socially acceptable manner would ultimately help with social cohesion. “Without 
something to belong to, we have no stable self…” (Goffman, 1961, p. 320). By helping 
these individuals feel that they belong by working to bring about change, this self-
stability could then be assumed to also lead to social cohesion and the stability of society, 
something Durkheim saw as essential. 
Laws regulate and dictate behavior, including how deviance from the norm will 
be managed. Those living with mental illness are not exempt from these formal laws, and 
there are even laws that have been created to circumvent an individual’s will in light of a 
more collective belief in the greater good for the individual and society, such as those 
pertaining to involuntary commitment (LaFond & Durham, 1992). Individuals living with 
mental illness who were deemed a danger to themselves, who differed too far from the 
norms of society with bizarre behaviors, and those who were a danger to others, are seen 
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as needing so much management and care that individuals should be involuntarily 
committed (LaFond & Durham, 1992; Mechanic, 1989). 
There are formal laws and criteria that dictate who, how, and when an individual 
can be involuntarily committed (Testa & West, 2010). In addition, after the 
deinstitutionalization policies of the 1960s, the formal laws to manage and care for 
individuals with mental illness, saw many changes as a way to formally maintain social 
order and cohesion for this population including a three-tiered process for involuntary 
commitment ranging from 72 hours, to 14 days, to 90 days (Dix, 1982; Henderson, 1979; 
Kemp, 2007). Formal laws also changed impacting the right to refuse treatment (Kahan, 
Braman, Monahan, Callahan, & Peters, 2009) and involuntary outpatient commitment 
(Kahan et al., 2009; Petrila & Christy, 2008; Swanson, Swartz, Van Dorn, Mouahan, 
McGuire, Steadman, & Robbins, 2009;). Additionally, after deinstitutionalization, 
individuals living with mental illness who had previously been in the custody of large 
psychiatric hospitals were now in the community and as such had a greater likelihood of 
being subject to the formal laws of society. As have been discussed, the deeper ideas of 
collective consciousness and formal laws as presented by Durkheim can be applied to this 
issue of managing and caring for individuals with mental illness in our society. 
Durkheim’s ideas provide understanding for the complexities of society acting as a 
collective to manage those who differ from the norm, as well as formal law stepping in as 
a way to manage and care for these individuals. Durkheim’s theory of the collective 
consciousness and formal law will be used as one way to frame and analyze this 
dissertation. Max Weber is another sociologist with theoretical ideas about order and 
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management. It is his ideas of bureaucracy specifically I will now discuss as a way to 
order and maintain society and another theoretical framework to inform this dissertation. 
Weber’s Bureaucracy 
Max Weber’s (1978a) ideal type of a rational organization, the bureaucracy, can 
be seen as a specific structure and institution through which social control is managed 
and exercised. Laws and the mechanisms by which they are enacted and enforced become 
institutionalized through the bureaucratic structure of our society. The structure that 
undergirds our society and provides the framework of organization is the bureaucracy. 
Within this framework, the functions of the bureaucracy, the supervision within, and the 
coordination all bring with it an inherent capacity for the distribution of power (Mann, 
1986). The bureaucracy, according to Weber, is a stable agency that will endure and has 
specific authority and control over a particular area such as a social service provision like 
child welfare or mental health. Some essential pieces of the bureaucracy include the 
administrative aspects such as files and paperwork, the policies, standards and rules, 
supervision and a hierarchy, and tasks being done in a routinized and efficient or 
mechanical way. These components can also be seen in bureaucratic organizations such 
as police departments (Brehm & Gates, 1993; Cancino & Enriquez, 2004; Hathazy, 2012; 
Johnson, 2015; Ingram et al., 2013; Maanen, 1973; Maynard-Moody & Musheno, 2003; 
Moon & Jonson, 2012; Muir, 1977; Wilkins & Williams, 2008). The jurisdiction over 
specific areas as well as the rules, to which the bureaucracy adheres, are governed by 
laws or other regulations, in a formal manner (Weber, 1922/1978a).  
The bureaucracy offers the structure demanded by the external apparatus of 
modern culture in the most favorable combination. In particular, only bureaucracy 
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has established the foundation for the administration of a rational law 
conceptually systematized on the basis of “statutes,’…with a high degree of 
technical perfection. (Weber, 1922/1976, p. 200) 
 
 For Weber, our society has legitimated the relationship between the bureaucracy 
and power and almost comes to demand of the bureaucracy the use of power as a means 
of formal management and order.  The state is one such manifestation of bureaucracy as 
control, as well as the legitimate use of force (Weber, 1919, p. 78). The bureaucracies 
themselves are given power and authority which is sanctioned by the people. As such 
these bureaucracies become official in their activities and duties. Also, these 
bureaucracies have power and authority to create sanctions to govern the enforcement of 
the rules. Additionally, the bureaucracies have the right to continuously fulfill these 
duties through individuals they deem qualified based on institution criteria. 
As a bureaucracy is sanctioned by the people to have a specific jurisdiction and to 
fulfill certain functions, including order and control, the bureaucracy becomes routinized 
and more efficient and the more mechanical it becomes (Weber, 1922/1978b).  Weber 
sees this as a function of a more complicated society with more specialization in task. 
With this increasing complexity and expanding specialization, society and the 
bureaucracy itself demands more dehumanization and objectivity to maintain the 
legitimacy of that bureaucracy. “Precision, speed, unambiguity, knowledge of the files, 
continuity, discretion, unity, strict subordination, reduction of friction and of material and 
personal costs – these are raised to the optimum point in the strictly bureaucratic 
administration, and especially in its monocratic form.” (Weber, 1922/1978a, p. 199). This 
impersonal bureaucratic system has been used in our society as a way to structure our 
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institutions and organizations, including large psychiatric hospitals and police 
departments. Weber’s idea of the bureaucracy itself would be incomplete without 
individuals to operate and perform the responsibilities of a particular bureaucracy.  
In order for the bureaucracy to complete its jurisdictional responsibilities, it must 
have a component which carries out the duties. For the bureaucracy, this is the civil 
servant.  
The honor of the civil servant is vested in his ability to execute conscientiously 
the order of the superior authorities, exactly as if the order agreed with his own 
conviction. This holds even if the order appears wrong to him and if, despite the 
civil servant’s remonstrances, the authority insists on the order. Without this 
moral discipline and self-denial, in the highest sense, the whole apparatus would 
fall to pieces. (Weber, 1919, p. 95) 
 
The law enforcement officer is one such civil servant that becomes a means of formally 
managing and regulating society through the bureaucracy, following orders even if he or 
she does not necessarily agree with them. As such, law enforcement officers are required 
and expected to perform their duties and roles in a depersonalized fashion as a way of 
perpetuating the bureaucratic system. These law enforcement officers become a part of 
the larger whole which allows the bureaucratic machine to function.  
Often the bureaucracy and the jurisdiction it encompasses, is expected to 
ultimately attain good in the end. However, this good end often comes at a price, at times 
including dangerous or questionable means for achieving that end goal. In addition, the 
implications of these means cannot always be known beforehand. Even with this, the 
bureaucracy continues to function and require of its civil servants, loyalty and execution 
of the responsibilities. Society demands formal order and management, including and 
perhaps especially, for those who differ from the norm. Law enforcement officers are a 
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frontline embodiment of the sanctioned unit entrusted with this responsibility. As such, it 
falls on these law enforcement officers to manage individuals with mental illness who 
can at times differ from the norm, through the means they have at their behest. Weber’s 
theories of social control, specifically the bureaucracy as social control and the civil 
servant as a mechanism carrying out the bureaucratic order, add further to our 
understanding of the order and management of society and are specific mechanisms 
through which this order is obtained. Durkheim’s collective consciousness and law, as 
well as Weber’s bureaucracy and the civil servant to order and maintain society and 
cohesion would be incomplete without a discussion of power. This dissertation will also 
draw on the theoretical framework of power as put forth by Steven Lukes.  
Lukes and Power 
In addition to Durkheim and Weber, another theoretical framework that will be 
drawn on to inform the understanding of law enforcement responses to individuals with 
mental illness is the three-dimensional view of power by Lukes (1977) and subsequently 
Gaventa (1980). Power is one way to manage, order, and maintain cohesion in society. 
Differences in the ability to make rules and apply them to other people are 
essentially power differentials…. Those groups whose social position gives them 
weapons and power are best able to enforce their rules. Distinctions of age, sex, 
ethnicity, and class are all related to differences in power, which accounts for 
differences in the degree to which groups so distinguished can make rules for 
others. (Becker, 1963, pp. 17-18) 
 
Power at a basic level can be thought of as the ability to bring about an outcome (Lukes, 
2002; Lukes, 2007). There are many ways in which to exercise power and control, and 
the rationalization behind the use of power can also be diverse. The expansion of social 
programs has been seen by some as a way to exercise power and social control by 
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quieting social unrest (Piven & Cloward, 1971). It might be argued that the expansion of 
social policies, and perhaps even an increase in formal law, could be seen as a way to 
regulate behavior, including for individuals with mental illness, by allowing them to have 
some benefit X, but requiring them to behave in some socially acceptable manner, Y 
(Piven & Cloward, 1971; Soss, 1999). Below I will discuss the three dimensions of 
power from Lukes, beginning with the first of brute force, followed by the second 
dimension of agenda setting and lastly by the third dimension of internalization of 
perception. These dimensions of power will be presented with examples relevant to the 
issue at hand, individuals living with mental illness. 
First Dimension of Power: Brute Force. Lukes (1977) and Gaventa (1980) 
building on his ideas, describe power as a three-dimensional model. In the first 
dimension, A has power over B. This dimension of power would encompass brute force 
of the dominant to control the less powerful. Brute force could be exerted over 
individuals with mental illness when they deviate from the norm as a way to bring about 
management, cohesion, and control. Going back to Durkheim’s concepts of social 
solidarity and cohesion within a given community, when someone deviates from the 
norm, individuals from that society could be called upon to exercise brute force to bring 
about a change in the behavior of the individual. Another method of control and power 
came by way of witnessing the force exerted on others as a mechanism to manage the 
behavior of other individuals through example. A more formal example can be seen with 
the bureaucracy that sanctions the use of physical force, if necessary, by the law 
enforcement officer on a situation by situation basis, including for individuals with 
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mental illness. This type of power would be exercised in the physical force used to 
control the individual when their behavior deviates from what is socially sanctioned (e.g. 
Johnson, 2011; Morabito, 2007).  
This dimension is the most basic and primitive of the three and can be used when 
the other dimensions do not work. Lenski (1966) discusses that this dimension of brute 
force often is used in the beginning of a power struggle but does not have the capability 
of being sustainable long term, and therefore, must be replaced with other aspects of 
power in order to maintain the ground that has been taken. This first dimension of power 
also can be thought of as ultimately bringing instability to the system or society because 
of the resistance and coercion needed which, although bringing about a desired outcome 
in the moment, causes instability in the long-term (Haugaard, 2015). Additionally, 
Parsons has said: “…so a power system in which the only negative sanction is the threat 
of force is a very primitive one which cannot function to mediate a complex system of 
organizational coordination—it is far too, ‘blunt’ an instrument.” (Parsons, 1963, p. 108). 
The control capacity of the first dimension of power, brute force, is not effective long 
term and therefore other dimensions of power must step in for lasting control. The 
second, agenda setting, and third, internalizing the perception, dimensions of power come 
in and fill in where brute force ends and it is to these dimensions I will now turn. 
Second Dimension of Power: Agenda Setting. Because force does not have 
sustaining capacity, other dimensions of power must be utilized to maintain order and 
control long term. The second dimension of power exercised is when A deliberately 
arranges the agenda so that B is excluded (Gaventa, 1980; Lukes, 1977). This dimension 
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of power is used for “…controlling the agenda, mobilizing the bias of the system, 
determining which issues are ‘key’ issues, indeed which issues come up for decision, and 
excluding those which threaten the interests of the powerful.” (Lukes, 1986, p. 9). This 
second dimension of power, agenda setting, is a very important aspect, and other scholars 
have also written about how important the ability to predetermine the agenda for struggle 
is, even being one of the most important aspects of power (Parenti, 1970). By controlling 
the issues, those in power are able to set the agenda, control what is important, and 
determine what is worth being attended to. This agenda setting use of power is a 
deliberate way for the powerful to circumvent the powerless from trying to unite and 
exert any attempts to use their own power and will. 
 For individuals living with mental illness who differ from the norm and violate 
the law, this dimension of power can be seen to be used through mechanisms of order and 
control by what is a priority and getting on the agenda. Prior to deinstitutionalization, this 
second dimension of power was exerted over individuals living with mental illness after 
they were placed in large psychiatric institutions. After the initial exercise of brute force 
to be put in the institution, the second dimension of power, agenda setting, would step in 
through the very basics of what can be brought up, what will be attended to, what may or 
may not be part of the life from within, all exemplify the second dimension of power and 
what is getting on the agenda (e.g. Gaventa, 1980; Goffman, 1961; Lukes, 1977). 
Another example of the second dimension of power can be seen in the most recent 
“Grading the States” by the National Alliance on Mental Illness (NAMI), many aspects 
of public mental health services are examined (NAMI, 2009). In a dismal report, with a 
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large proportion of states found to be performing at low standards, including the 
financing of mental health services, it was said, “In the final analysis, state mental health 
budgets and financing strategies represent choices and reflect—perhaps more accurately 
than any other indicator—a state’s priorities, values, and political will.” (NAMI, 2009, p. 
31). This demonstrates that for individuals living with mental illness, there is little focus 
on and attention to issues surrounding this population that are even getting on the agenda, 
reinforcing the power differentials of the second dimension of agenda setting. The final 
dimension of power, internalizing the perception takes over where the first, brute force, 
and second, setting the agenda, leave off and it will be discussed next.  
Third Dimension of Power: Internalizing the Perception. The third and final 
dimension of power, then, involves A manipulating the environment in such a way as to 
create a perception of B that B then internalizes. Russell (1975) also spoke to this aspect 
of power as a means of being able to influence opinion and thereby bringing about 
desired behavior in others. This is the most advanced and complex use of power as well 
as the least understood (Gaventa, 1980, p. 15). Perhaps because it is the most complex 
and advanced it is not only the least understood but also the most enduring or effective 
because it becomes internalized and self-regulated (Haugaard, 2015). 
One example of how this might be viewed is in taking the case of individuals with 
mental illness who differ from the norm and are in need of management and care. Prior to 
deinstitutionalization, these individuals were often warehoused in poor conditions. The 
fear and mistrust of these individuals and the stigma associated with their illnesses 
perpetuated a need for control in institutions (e.g. Torrey, 1997). After 
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deinstitutionalization, this mechanism of order and control was not an option in the same 
way it had been, and another was used. Looking specifically at individuals with mental 
illness, Lamb & Bachrach (2001) found that during the years of institutionalization these 
individuals with mental illness who differed from the norm were simultaneously being 
trained to internalize the desired behaviors reinforced by the institutions. They were 
being, not intentionally, but trained still the same, to “passivity” (Lamb & Bachrach, 
2001).  
We may say individuals living with mental illness who had been institutionalized, 
had effectively had the third dimension of power exerted over them, if they had been 
institutionalized to passivity (Lamb & Bachrach, 2001).  The behaviors of these 
individuals did in fact change over time and over repeated exposure to this use of power, 
so much in fact that their behavior was permanently altered. It might also be argued that 
stigma is an example of this third dimension of power as it is pervasive and becomes 
internalized even today without institutionalization (e.g. Link & Phelan, 2014; Lukes, 
1977; Morabito et al, 2012). 
 This third dimension of power, as has been stated, is complex and the least 
understood. Perhaps part of the difficulty in understanding the complexity of the third 
dimension of power is how much work goes into its effective application, both for those 
who exercise the power as well as those who internalize the beliefs. For successful 
application of this dimension of power, those with the power as well as those they 
employ to administer the power and control, must go beyond the use of brute force and 
predetermining the agenda to ordering and constructing the ways in which others view 
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the individual or their behaviors. In addition, there must also be construction of the ways 
they themselves see the individual and their behavior and the explanations they set forth 
as rationale. On the other side, as well, the individual who is being controlled internalizes 
these thoughts, beliefs, and ideas of himself and thus the third dimension of power is 
successful and complete (Goffman, 1961). Goffman provides a look into both sides of 
this complex dimension of power: 
And until the point of hospitalization is reached, he or others may not conceive of 
him as a person who is becoming a mental patient. However, since he will be held 
against his will in the hospital, his next-of-relation and the hospital staff will be in 
great need of a rationale for the hardships they are sponsoring. The medical 
elements of the staff will also need evidence that they are still in the trade they 
were trained for. These problems are eased, no doubt unintentionally, by the case-
history construction that is placed on the patient’s past life, this having the effect 
of demonstrating that all along he had been becoming sick, that he finally became 
very sick, and that if he had not been hospitalized much worse things would have 
happened to him—all of which, of course, may be true. Incidentally, if the patient 
wants to make sense out of his stay in the hospital, and as already suggested, keep 
alive the possibility of once again conceiving of his next-of-relation as a decent, 
well-meaning person, then he, too, will have reason to believe some of this 
psychiatric work-up of his past. (Goffman, 1961, 145) 
 Although three dimensions of power have been put forward as a model to better 
understand the ways in which power is used, this is not a complete picture and is not 
sufficient for understanding power as a means of social control. Lukes has said: 
In my view none of these three positions is satisfactory: all three fail, in fact, to 
address the very problem at issue, namely, that of the relation between power and 
structure. Indeed, all three deny that there is a problem. The first position denies 
that there are structures (except minimally); the second denies that there are 
human agents; and the third refuses to relate them to one another. (Lukes, 1977, p. 
18) 
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The organization or bureaucracy, then, is inseparable from power and as such, both 
should be studied including the interplay between the law enforcement officer, the police 
department, and power (e.g., Bates, 2010; Maanen, 1973; Wilkins & Williams, 2008).  
 It could be argued that the use of power to manage individuals with mental illness 
when they deviate from the norm becomes institutionalized (e.g. Lukes, 1977). One 
mechanism of that social control used in our society is the law enforcement officer. This 
officer is an arm of the bureaucracy in place in our society (e.g. Weber, 1919), authorized 
and often expected to use power. The law enforcement officer is a mechanism of social 
control for our communities and has jurisdiction over all within that community, 
including individuals living with mental illness. As a substitute mechanism of social 
control, law enforcement officers are authorized and expected to maintain order and 
control and to use the means available to them, including force if necessary on a 
situational basis. These means become institutionalized through the bureaucracy and 
routines, policies, and trainings, thus limiting options for other ways to manage 
individuals with mental illness. The institutionalization of this, as well as the lack of 
attention to the use of power as a mechanism of social control to manage individuals 
living with mental illness, continues the power differentials and the oppression of this 
group (e.g. Becker, 1963). Having discussed the history of mental illness, the current 
landscape of the problem, the role of families and law enforcement officers with respect 
to individuals living with mental illness as well as sociological theories of how deviance 
is managed in society I will now focus on the opportunity Social Work has to play in this 
area. 
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The Role of Social Work 
Sociological theorists have perspectives that are helpful when thinking about the 
issue of how individuals living with mental illness are managed and cared for in our 
society, and it is these theoretical frameworks that will be used to analyze police 
responses to individuals living with mental illness for this dissertation from both the 
family and law enforcement perspectives. However, none of them singularly address the 
complexity of the issue. By looking at multiple aspects or the barriers that stand in the 
way of change, a broader and more complete perspective will be seen. Emile Durkheim’s 
(e.g. 1893/1984) theory of the collective consciousness and law provides a theoretical 
framework which can be applied to police responses to individuals living with mental 
illness by providing insight into the shared values and beliefs of our society and how they 
work to shape our social responses to issues, including the care and management of these 
individuals. Max Weber’s (e.g. 1919; 1978a) theory of the bureaucracy and civil servants 
provide an additional lens through which to view the issue, particularly, Weber’s idea of 
the bureaucracy and how that formal structure regulates and institutionalizes societal 
approaches to management and care for individuals in our communities living with 
mental illness. Finally, the theory of power by Lukes (e.g. 1977) and in turn how this 
power is used to respond to individuals living with mental illness provides an additional 
perspective that is useful in better understanding law enforcement responses to these 
individuals. Although these pieces are integral in helping to understand the issue, they 
provide descriptive understanding of different components of the issue but lack a more 
complex and holistic view of the problem and barriers that impact realistic change efforts. 
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Below I will discuss the contribution that social work theory and research can make to 
this important topic.  
Dworkin (1990) and Schiele (1997) believe social work has at core, a belief in the 
advocacy and support of oppressed groups. Social work’s obligation to the poor and 
focus on social justice (e.g. Abrams & Curran, 2004; Iglehart & Becerra, 2000; Kunzel, 
1985; Wenocur & Reisch, 1989; Witkin, 1998;), as well as the profession’s embracing of 
the person-in-environment theory (Bronfenbrenner, 1995; Bronfenbrenner, 2000; 
Bronfenbrenner & Morris, 2006; Lerner, Lewin-Bizan, & Warren, 2011; Norton, 2012), 
sets the stage for the role of social work in our society, specifically with individuals 
living with mental illness. This section will focus on the areas of social justice and 
person-in-environment theory, which can help social work contribute to helping law 
enforcement officers, individuals living with mental illness, as well as their families.  
Social Justice 
With its tenets of social justice embedded in their history, many argue social work 
claims as part of their role, an obligation to work for social change and social justice 
(Witkin, 1998). Social justice is one of the core values of the profession and is written 
into the code of ethics (NASW, 2008). This social justice could be both for individuals 
living with mental illness as well as the substitute mechanism of formal order and 
control, the law enforcement officers who have inadvertently been sanctioned by society 
as a frontline worker for individuals living with mental illness (Lamb et al., 2002; Torrey, 
1997). Ehrenreich (1985) sees social work as a mediator. This role can be used to help at 
the intersection among law enforcement and individuals living with mental illness by 
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mediating between the individuals, law enforcement officers, families, and the systems 
involved.  
Spencer (2008) believes that social work can move toward social justice by 
advocating for change, for and on behalf of, marginalized and oppressed groups of 
individuals, including individuals living with mental illness (NASW, 2008). This role of 
social justice advocacy is built into the social work profession and can be seen when 
society deems something a social problem, such as might be said of individuals living 
with mental illness when they deviate from the norm (e.g. Conrad & Schneider, 1980; 
Rothman, 2002). Inherent in that definition is held a belief in a social response to address 
that problem (Gusfield, 1989). With a core value on the importance of social justice, 
Parenti (1970) feels social work is ideally suited to act as an arbiter for those who are 
most in need of resources and yet are often the furthest from the resources to command 
their allocation, including individuals living with mental illness.  
There is a meaningful opportunity for social work to harness this value of social 
justice and advocate for change in diverse areas, including mechanisms used to manage 
individuals with mental illness when they deviate from the norm (e.g. Becker, 1963; 
Black, 1993). Many believe social work can provide research and understanding that 
recognizes the importance of the individual and how the individual impacts and 
influences the social control mechanisms of family and law enforcement officers and the 
systems and structures that impact all (e.g. Black, 1993; Hancock, Waites, & Kledaras; 
2012; Marsh & Johnson, 1997; Payne, 1997; Tyson, 1992). Social work’s embracing of 
social justice has been discussed as one perspective, speaking to a role social work can 
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play in this issue. Some might believe that an obligation to the poor and the value of 
social justice alone may be enough to claim a place for social work at the intersection of 
law enforcement and managing individuals living with mental illness when they deviate 
from the norm and that there should be more. This dissertation will discuss implications 
for social work at this intersection. Another component social work can bring to the table 
is the person-in-environment theory which may strengthen the role social work can have 
at this intersection. 
Person in the Environment 
For much of the social work profession there has been an embracing of the 
“person-in-the-environment” theory that identifies multiple components that influence 
and are in turn influenced by the individual (e.g. Bronfenbrenner, 2000; Bronfenbrenner 
& Morris, 2006; Norton, 2012). Bronfenbrenner’s ecological systems theory (2000) 
began as a theory of development and looked at the importance of the relationship 
between the individual as well as their environment, including family, neighborhood, 
history, systems and society. Bronfenbrenner has since added other components such as 
the impact of both the person and the environment, not just on the individual during the 
developmental stages but beyond. In addition, Bronfenbrenner’s model has also included 
the importance of attending to family interactions and reactions to events across the life 
cycle and spoken of the impact events can have across generations. 
Social work and the perspective of person-in-the environment positions the 
profession to look at all pieces that influence an individual and work for better solutions 
(e.g. Heineman, 1981). We are shaped by everything around us and all pieces provide 
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context (Finn & Jacobson, 2003). This context has a reciprocal relationship with us as 
individuals as well as society as a whole, both by creating and being influenced by one 
another (Mullaly, 1997). Social work has an opportunity to take the lead while embracing 
the person in the environment framework by recognizing and then addressing that 
problems are the result of the social context rather than exclusively inherent within the 
individual (Durkheim, 1984; Mullaly, 1997). This relational perspective often embraced 
by social work (Weick, 1987) also encompasses not only the worker and individual 
components but sees the agency or larger structure as important as well (Payne, 1997; 
Weber, 1922/1976). 
As discussed above, some feel at the core social work embraces social change 
including, for example, the beginnings of medical social work which sought to change 
the way individuals and families received treatment in hospitals by working together as a 
mediator between doctors and their families (Gehlert, 2006). This social change can come 
specifically when dealing with mechanisms of order and control used to manage 
individuals living with mental illness who differ from the norm, this control must 
encompass not only changes for the individuals themselves, but also the structures 
including policies, programs, and systems (Hancock et al., 2012). Teles (2000) has 
indicated that policies can solve problems as well as provide the context for future policy 
battles. It might be argued that this idea could be broadened to include programs and 
systems. Social work can work to change the structures which currently institutionalize 
oppression and inequality (Mullaly, 1997), particularly for individuals living with mental 
illness. In addition, it could be argued that social work can seek to strengthen their goals 
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of working with both the micro level such as the individual or family, and the macro level 
including systems such as law enforcement, government, and policies (Mullaly, 1997; 
Norton, 2012). 
By working to help the individual or family while at the same time considering 
the social and environmental components social work can look at current practice and 
responses to individuals living with mental illness and take what is good and improve 
what could be better to bring about social justice (e.g. Bronfenbrenner & Morris, 2006; 
Hancock et al., 2012). Some feel social work is optimally situated to inject itself in the 
change process by continuing to advocate for groups who are oppressed (e.g. Dworkin, 
1990; Witkin, 1998), and holding accountable those with power and authority. The ideas 
of social justice and the person in the environment theory have been presented by some 
as a contribution social work can make in this area. This dissertation will draw on social 
work perspectives to understand the complexities of this intersection to better understand 
the role of law enforcement in responding to individuals with mental illness from the 
police and family perspectives. 
Conclusion 
 This chapter has focused on a review of the literature and theoretical frameworks 
that will be used to guide the analysis and understanding of the data. I began by 
discussing the prevalence of mental illness and a brief history of the beliefs of the origins 
and management of individuals living with mental illness including the 
deinstitutionalization polices of the 1960s. I then presented information on the current 
landscape of the problem to provide context. Existing literature was reviewed as well as 
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gaps this dissertation will fill on the role of the family in caring for a loved one with 
mental illness including the impact caregiving has on the family member. Literature and 
gaps were also discussed on law enforcement officers and individuals living with mental 
illness. I then discussed three theoretical frameworks by Durkheim, Weber, and Lukes, 
which will be used to guide the analysis and understanding of this dissertation. I 
concluded with a discussion of the role social work can play in this area. In the following 
chapter I will discuss the methods used for this dissertation. 
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Chapter Three: Methods 
 This dissertation seeks to better understand law enforcement responses to 
individuals living with mental illness by answering the following three research 
questions:  
• What personal, cultural, environmental, or professional factors influence police 
responses to families and people with mental illness in the field? 
• At the moment of engagement between law enforcement and individuals with 
mental illness, how does the encounter unfold? 
• What are the similarities and differences in the perspectives of families and law 
enforcement officers surrounding police responses to individuals with mental 
illness, including the interaction between families and law enforcement? 
This chapter will provide detailed description of the phenomenological approach used to 
guide this qualitative study of police and family participants. Participants were drawn 
from 11 communities in the state of Massachusetts. Detailed description of the study 
design, setting, procedures, and validity will be discussed below. 
Study Design 
The design used to guide this study is a phenomenological approach (e.g., 
Moustakas, 1994; Patton, 2002; van Manen, 1990). Using a phenomenological design 
allows for the study of a particular phenomenon from multiple individuals in order to 
come to understand the essence of that phenomenon from various perspectives (e.g., 
Creswell, 2013). Given that very few studies have examined qualitatively the nature of 
law enforcement interactions with individuals living with mental illness, this study 
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provides a unique contribution about police responses to these calls from the police and 
family perspectives.  
A conceptual model of the intersection among law enforcement officers and 
individuals with mental illness was developed prior to beginning my research for this 
study (Appendix B). This model shows visually the intersection of police officers and 
individuals with mental illness as well as other influences such as the mental health 
system, federal funding, federal policies, state policies, the penal system, and families. 
This model provides a visual snapshot of many of the pieces that influence police 
responses to individuals with mental illness and helps demonstrate the need for greater 
understanding and clarity of the complex environment. Being able to visually see the 
larger environment enabled me to more deliberately focus in on specific areas to guide 
this research. 
The target sample population for this study included 25 police officers of varying 
ranks (five from each of five communities), five Chiefs of police (one from each of five 
communities), 25 family members of an individual living with mental illness (five from 
each of five communities), and five NAMI Affiliates (one from each of five 
communities) for a total of 60 participants. Details on sample recruitment are described 
later in this chapter. 
Setting 
The setting for this study is several communities in the state of Massachusetts. 
Massachusetts was chosen due to my location as well as the opportunity I had to partner 
with NAMI Massachusetts on a project which will be discussed below. The 
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Commonwealth of Massachusetts is located in the northeastern United States and is made 
of up of 351 cities and towns.  
Study participants were drawn from a total of 11 communities in Massachusetts. 
Table 3.1 below shows aggregate demographic data for the 11 communities as well as 
overall state demographic data. According to the Massachusetts Department of Public 
Health (MDPH) (2013), the total population for all 11 communities is 1,023,570 and this 
is approximately one-sixth of the total state population of 6,546,771. The state, as well as 
the 11 communities, have a majority of the population as White Non-Hispanic (78.4% 
and 62.82% respectively) although the 11-community aggregate has more racial and 
ethnic diversity than the overall state. For example, 15.64% of the 11-community 
aggregate population is Black Non-Hispanic compared to only 6.3% of the overall state 
population and 13% of the 11 communities compared to 9.6% of the state total are 
Hispanic. The three middle age categories (20-64) account for the age majority for both 
the state and aggregate for 11 communities although the aggregate communities average 
approximately 21% each (20-29 years, 30-34 years, and 45-64 years) there is more 
dispersion for the state total at 17.0%, 19.7%, and 27.7% respectively in their age 
categories. 
The average education level across the 11 communities is 11.48% of the 
population having less than a high school education, and the largest proportion, 25.13%, 
are college graduates or obtained more education. Across each education level, the 
overall state total shows a much higher proportion in each group. The total state has 
15.2% with less than high school and 33.2% with college graduate or more education and 
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nearly twice the proportion compared to the 11 communities with High school graduate 
(27.3%) and Some college (24.3%).  
Table 3.1 Total State and Aggregate Community Demographics, 2010 
 Massachusetts 
State Total 
11 Communities 
Aggregate 
 N (%) N (%) 
Total Population 6,546,771 (100%) 1,023,570 (100%) 
Race/Ethnicity   
     White Non-Hispanic 5,132,863 (78.4%) 58,454.82 (62.82%) 
     Black Non-Hispanic 415,189 (6.3%) 14,549 (15.64%) 
     Asian Pacific Islander  359,411 (5.5%) 7,776.73 (8.36%) 
     American Indian 11,654 (0.2%) 179 (0.19%) 
     Hispanic  627,654 (9.6%) 12,092.27 (13.00%) 
Age   
     0-9 752,628 (11.5%) 9,411.73 (10.11%) 
     10-19 868,229 (13.3%) 11,466.45 (12.32%) 
     20-29 917,100 (14.0%) 20,465.36 (21.99%) 
     30-44  1,290,596 (19.7%) 19,666.45 (21.13%) 
     45-64 1,815,612 (27.7%) 20,008.82 (21.50%) 
     65-84 757,418 (11.6%) 9,048.82 (9.72%) 
     85+ 145,188 (2.2%) 1,711.45 (1.84%) 
Education   
     Less than high school 651,093 (15.2%) 10,680.64 (11.48%) 
     High school grad 1,165,489 (27.3%) 13,908.45 (14.95%) 
     Some college 1,038,398 (24.3%) 11,636.73 (12.51%) 
     College grad plus 1,418,295 (33.2%) 23,381.73 (25.13%) 
Income Per Capita $25,952 $30,914.00 
Poverty   
     Families w/children & less than 
18, below 100% poverty 
81,762 (10.1%) 1,550.45 (1.67%) 
     Persons below 100% poverty 573,421 (9.3%) 12,392.73 (13.32%) 
     Persons below 200% poverty 1,330,196 (21.7%) 24,704.91 (26.55%) 
Unemployed 297,076 (8.5%) 3,837.91 (4.12%) 
Non-US Born 772,983 (12.2%) 19,692.27 (21.16%) 
Source: Massachusetts Department of Public Health, 2013 
Note: May not add to 100% due to rounding. 
The average income per capita is $30,914 for the 11 communities which is more than the 
overall state income per capita of $25,952. Families with children below 100% poverty 
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make up only a small percentage averaged across the 11 communities with 1.67% and 
this is much lower than the overall state 10.1%.  while individuals below 100% poverty 
and 200% poverty average somewhat more (13.32% and 26.55% respectively), these are 
larger proportions than the overall state (9.3% and 21.7% respectively). The average rate 
of unemployment for the 11 communities is 4.12% which is less than half of the overall 
state unemployment rate of 8.5%. The average Non-US born across all 11 communities is 
almost twice that (21.16%) of the overall state population (12.2%) (MDPH, 2013).  
Differences between state and aggregate community demographics have 
implications to be considered for this study. As will be shown, the community has an 
influence on police responses, therefore, it is important to understand these communities 
in order to better frame the ways in which they may influence police. For example, the 
largest proportion of age ranges from 20-44 years in the sample communities compared 
to 45-85 and older in the overall state. Age can be indicative of typical life stages and 
those who fall between 20 and 44 years of age may be going to school, working, caring 
for families, etc., and therefore may have less time and availability to advocate for a 
loved one living with mental illness or to participate in collaborative community groups. 
Comparatively, those who are somewhat older may be nearing retirement and/or have 
fewer obligations with younger children and therefore be more available to actively 
participate in groups within the community or seek resources for a loved one who may be 
living with mental illness.  
Another important factor to consider for this sample compared to the overall state 
population is with regard to education, non-US born, and poverty level. The communities 
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from which this sample were drawn are less educated, have a greater proportion of non-
US born residents, and have a lower family rate of poverty but higher rates of individuals 
below the 100 and 200% federal poverty level compared to the state population. Again, 
going back to the make-up of these communities and the influence this has on police 
responses, individuals in these communities may have less access to resources whether 
due to the impacts of poverty or education level and the impact this may have on 
understanding other available resources. Additionally, a greater proportion of residents in 
these communities who are non-US born compared to the entire state may have 
implications for the familiarity of community residents with available resources, 
navigating multiple systems within the community, and even their beliefs surrounding 
police and their role or accessibility. These implications should be considered when 
understanding the larger implications from this study based on the participants and the 
communities from which they were drawn. 
In addition to the demographic data of the overall state and aggregate for the 
communities, it is of value to understand a little more of the context of these 11 
communities in relation to police and mental health responses (Table 3.2). In 2014 the 
state of Massachusetts a new mental health training curriculum was developed for all new 
police recruits in the Academy (NAMI, 2016). This training impacts all new police 
recruits. In addition to this training, there are different models of training and 
partnerships in communities. Some communities across the state have CIT in their 
community, including four communities in this sample. Some communities across the 
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state have a model similar to CIT that is more focused on community, a Community 
Crisis Intervention Team (CCIT), including one community from this sample. 
Table 3.2 NAMI Massachusetts Police and Mental Health Response Models 
 Communities in 
Massachusetts 
Communities in 
Sample  
Statewide Police Academy Training All (351) All (11) 
Crisis Intervention Team (CIT) 19 4 
Community Crisis Intervention Team 
(CCIT) 
6 1 
Co-responder 22 3 
Mental Health First Aid 8 3 
Stakeholder Groups 6 2 
Source: NAMI Massachusetts Criminal Justice Diversion Project, 2016 
Note: Programs and groups may be developed in other communities. Information in this chart is based on communities 
using these models according to NAMI Massachusetts Criminal Justice Diversion Project as of 2016. Additionally, models 
are not mutually exclusive and some communities may use more than one model. 
Some communities, including three from this sample have co-response models in which a 
mental health clinician works at the police department and responds with officers on 
mental health related calls. Three communities from this sample, as well as others across 
the state, have a mental health first aid program. There are also several communities in 
Massachusetts, including two from this sample, who have community or stakeholder 
groups (NAMI, 2016). This information is relevant in helping to frame the context of the 
community landscape that impacts police responses to individuals living with mental 
illness. Having described the study design and setting, the study procedures will now be 
discussed in detail. 
Study Procedures 
 This section will first detail the study procedures beginning with a discussion of 
the Institutional Review Board (IRB) process and consent procedures followed by a 
section describing the inclusion, recruitment, and demographics of study participants. 
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This section will conclude with a discussion of the data collection and analysis for this 
study.  
Institutional Review Board 
In an effort to ensure the safety and protection of all potential subjects and to be in 
compliance with the standards for ethical research for human subjects, before beginning 
any recruitment or data collection for this study, IRB approval was sought and obtained 
from Boston University (BU). In an effort to broaden the scope of recruitment, which will 
be discussed later in this section, IRB approval was also sought through the Department 
of Mental Health (DMH). Both IRBs will be discussed briefly below. 
Boston University Institutional Review Board. Prior to beginning recruitment 
or data collection for this study, a protocol including description of the study, procedures, 
recruitment methods, recruitment materials, interview question guides, and informed 
consent form were submitted to the BU IRB for review. Based on BU’s IRB criteria, this 
study met standards for an expedited review. On January 24, 2014, a letter of approval 
from the BU IRB was received for this study.  
As recruitment and data collection progressed, it was necessary, at times, to adjust 
the protocol requiring subsequent amendments to the IRB application. For example, 
amendments to the protocol included increasing the number of potential participants and 
adjusting recruitment materials in an effort to make them more targeted to families or 
specific to an organization. All amendments were approved by the BU IRB prior to 
implementation. All necessary information and changes have been provided for periodic 
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reviews and updates to remain in compliance and maintain BU IRB approval for this 
study.  
Massachusetts Department of Mental Health Institutional Review Board. 
After several months of recruitment and in an effort to focus more concerted efforts to 
recruit families of individuals living with mental illness, contact was made with 
providers, including some connected with the Massachusetts DMH. I was contacted by 
the Chair of the Central Office Research Review Committee (CORRC) about obtaining 
DMH IRB approval for this study. In discussions with my first reader, it was decided that 
all avenues for recruitment should be utilized, and the decision was made to proceed with 
obtaining DMH IRB approval for this study. 
Meeting in person with the DMH IRB committee, this study was discussed and 
questions answered. As part of this process and to meet the requirements of the DMH 
IRB, changes to the informed consent form needed to be made, specifically adding in 
more explicit language around protected health information and obtaining participant 
signatures. The changes to the consent form also required an amendment to the BU IRB 
protocol. Upon approval from the BU IRB for the amendment and requested changes, all 
information including BU IRB study protocol, informed consent form, recruitment 
materials, and semi-structured question guides, were submitted to the DMH IRB 
CORRC. On July 3, 2015, a letter of approval from the Massachusetts DMH IRB 
CORRC was received for this study. All necessary information has been provided for 
periodic reviews to remain in compliance and maintain DMH IRB approval for this 
study. 
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Consent procedures 
With an approved IRB protocol in place, recruitment for this study began. Based 
on the study protocol and the requirements of the BU IRB, it was not necessary to obtain 
signed consent. The consent procedures followed in this study will be described here. To 
begin, study participants were given a brief description of the purpose of the study and 
asked if they had any questions. After agreeing to participate, study participants provided 
verbal consent prior to the interview. For face-to-face interviews, all participants were 
given a copy of the consent form to read.  
After participants read and indicated that they understood the consent form, they 
were invited to ask questions about the process and their rights as participants. They were 
given the option to refrain from answering questions and suspending the interview at any 
time. Those study participants who were interviewed face-to-face were asked if they 
would be willing to have their interview audio recorded. Participants were informed that 
all audio recordings would be transcribed and returned to them to look over. At this point, 
they would have the opportunity to clarify, add, and/or make changes to the final 
transcript to help increase the validity of this study (Creswell, 2013).  
The study protocol with BU IRB approval included informing participants that all 
audio recordings would be destroyed after transcription. All in-person interview 
participants (n = 30 police and 1 family) were willing to have their interview recorded. 
Contact information, usually a business card, was obtained from each participant so the 
interview transcript could be sent back to them for review. This contact information was 
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stored in a separate file from the interview transcripts and notes so as to keep information 
confidential and minimize risk of linking participants to the data. 
In order to accommodate the preference of study participants, the initial design of 
in-person interviews was expanded with IRB approval to allow participants to be 
interviewed via telephone if they chose. Study participants who took part in the interview 
via telephone (n = 4 police and 3 family) or email (n = 1 family) were sent a copy of the 
informed consent form via email when confirming the interview time and details. 
Participants who were interviewed by phone were informed that typed notes would be 
taken during the interview. Similar procedures to the face-to-face interviews were 
followed during the phone interviews. Namely, at the conclusion of the interview the 
notes would emailed to the participants to look over. They would have the opportunity to 
clarify, add, and/or make changes to the final notes.  
One family participant provided information via email and was given a brief 
description of the study over the phone as we were coordinating email contact 
information for the informed consent form. As with the other participants, the study 
description, confidentiality measures, and opportunity to revise notes were described. 
This participant felt most comfortable sharing their story via email. This participant was 
emailed the informed consent form, and then sent back an email sharing their experience 
and their perspective of their family member’s experience. After receiving the email, 
clarifying questions were asked via email. This email interview did not have as much 
depth or breadth as the in-person or phone interviews, but it was how the participant felt 
comfortable participating. A table of the rank, community, and interview method for 
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participants can be seen in the appendix (Appendix C). Having discussed the IRB process 
and consent procedures, a detailed discussion of the participant inclusion criteria, 
recruitment, and demographics will be discussed. 
Participant Inclusion, Recruitment, and Demographics 
This section will provide detailed information about participant inclusion criteria, 
recruitment efforts, and study sample demographics for both police and family 
participants, beginning with more detailed information from my work with NAMI 
specifically in relation to this study and the recruitment of participants. NAMI is a 
national organization with state chapters focused on support, education, advocacy, and 
research for families and individuals with mental illness. One arm of the grassroots 
NAMI organization focuses specifically on education, including many peer education 
training programs (Cook, Heller, & Pickett-Schenk, 1999; NAMI, 2011). In 2012, NAMI 
Massachusetts began a statewide Crisis Intervention and Diversion Project (CIDP) to 
build partnerships between police and others seeking to improve crisis responses to 
individuals living with mental illness. With four overarching goals, the CIDP seeks to 
develop police and first responder trainings, to identify funding for these trainings, to 
build partnerships, and to make available crisis intervention services to everyone in need 
(NAMI, 2013). 
One project of the NAMI Massachusetts CIDP was a Community-to-Community 
Mentoring Initiative (CCMI). I worked on this project, and additionally, my involvement 
provided greater access to potential participants for this study. The CCMI project 
consisted of core leaders, including law enforcement and NAMI representatives, from 
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four communities. These core leaders met together with leaders from one peer 
community serving as a mentor, other NAMI representatives, and myself. In these 
meetings, the process of developing a strategic plan with other leaders in their respective 
communities in order to improve their community responses to individuals living with 
mental illness when they are in crisis was started. Although connections with potential 
participants for this dissertation were made through my work on the CCMI project, this 
dissertation was separate from the CCMI project and its processes. This study only 
focuses on qualitative interviews with law enforcement officers and families. Some of the 
participants are located within communities participating in the CCMI project.  
Although the original goal was to recruit up to 60 participants, as recruitment 
began and study information was sent out to multiple list serves and e-distribution lists, 
an IRB amendment was sought and approved increasing the potential number of 
participants from 60 to 250. This expansion allowed for the flexibility so that all willing 
participants from these difficult-to-reach populations could be interviewed (Alpert, 
Rojek, & Hansen, 2013, Creswell, 2013). This total also reflected a desire to collect data 
until reaching saturation rather than relying on a specific number of participants (Patton, 
2002). The optimistic recruitment goal was unattainable with these participants and the 
resources available for conducting this study. All study participants were recruited after 
BU IRB approval and prior to seeking and obtaining DMH IRB approval. Given the 
sensitive topic of this study, as well as the difficulty accessing the populations of interest 
(Alpert et al., 2013, Creswell, 2013), it was necessary to use multiple methods of 
recruitment. It was also important to have specific selection criteria in place for potential 
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study participants. Having discussed work with NAMI, the selection criteria, recruitment 
methods, and study sample demographics will now be described. 
Police. In order to recruit willing law enforcement participants, specific inclusion 
criteria were used and many different recruitment strategies were employed. They will be 
discussed here before presenting demographic information for the participants of this 
study. 
Inclusion criteria. Having specific inclusion and exclusion criteria ensured all 
participants met certain desired characteristics (Patton, 2002). In addition, these criteria 
provided a layer of protection for the participants’ rights as human subjects (Engel & 
Schutt, 2016). These criteria will be presented below for both the police participants and 
the family participants. In order to be included in this study, all potential law enforcement 
participants needed to meet the following inclusion criteria:  
• Be at least 18 years of age or older. 
• Currently work as a law enforcement officer. 
• Have knowledge and/or experience on the job with an individual living with 
mental illness. 
• Be willing to participate. 
• Be able to give informed consent. 
All interested participants met the inclusion criteria and were interviewed. 
Recruitment. The specific steps used to recruit police participants will now be 
presented. 
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CCMI. As has been mentioned above, I worked with NAMI on the CCMI project. 
I attended the monthly stakeholder meetings for communities participating in the CCMI 
project. The first meetings included just police officers of different ranks and subsequent 
meetings also included mental health professionals, educators, families, advocates, and 
other community members. Through work with these communities and officers, I was 
able to get to know many of the officers, discuss this project, and share recruitment 
information with them.  
Police Academy training. The NAMI Mass CIDP also developed a new 
curriculum for newly recruited officers in conjunction with the Massachusetts Municipal 
Police Training Committee (MPTC). The new curriculum replaced and updated the older, 
four-hour, mental health curriculum, with 12 hours of training co-taught by a certified 
police officer and a mental health clinician. Through my work with NAMI, I was made 
aware of the new curriculum and was able to attend the training to become certified to 
teach the curriculum as a mental health clinician. At the initial training for these co-
teaching teams, I was able to discuss this project and share information with potential 
participants. 
Jail Diversion grantees. Through work with NAMI, a description of my research 
project was shared with the Massachusetts DMH Jail Diversion grantees through an email 
list serve. Interested individuals could contact me for more information and/or to 
participate. 
NAMI advisory board. As part of the work on the CCMI project, I attended 
several of the NAMI CIDP advisory board meetings. At these meetings, information 
71 
 
about this study was shared with board members, including law enforcement officers who 
were part of the board, as well as officers who attended a meeting on a one-time basis. 
Chiefs. One of the Chiefs interviewed for this study shared study information with 
other Chiefs at the Chiefs’ meeting. 
      Snowball sampling. All police participants interviewed were asked to have others 
they know and thought might be willing to participate in the study contact me. They were 
also asked for suggestions about other methods and strategies to successfully recruit 
additional police officers to participate.   
Many of the police officer participants were recruited because of a “champion” in 
their particular department who was passionate about the study focus on individuals 
living with mental illness and the police interactions. These champions were usually of a 
higher rank and someone I worked more closely with. These champions were invaluable 
in helping to recruit other participants from their departments. All of these recruitment 
efforts yielded 34 police officer participants of varying ranks.  
Demographics. Table 3.3 shows the demographics of the police participants for 
this study. The mean age was almost 41 years of age (40.97, SD = 10.79). The mean 
number of years as an officer was almost 16 years (15.85, SD = 11.42). The newest 
officer had been out of the academy for only a few weeks. The largest proportion of 
officer participants held a rank of Patrol or Officer (52.9%). As might be expected, the 
majority of participants were male, and the vast majority identified themselves as White 
(97.1%). The majority of officers had earned at least a Bachelor’s degree (32.4% 
Bachelors, 38.2% Master’s). Most officers (73.5%) had an experience with an individual 
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with mental illness outside of work, and a little less than half of the police officers 
(47.1%) indicated they have a family member with mental illness. 
Table 3.3 Demographics, Police Participants 
 N (%) Mean (S.D.) 
Age (N = 33)  40.97 
(10.786) 
Years as an Officer (N = 34)  15.85 (11.42) 
Up to 5 years 6 (17.6%)  
6 years to 15 years 12 (35.3%)  
16 years or more 16 (47.1%)  
Rank (N = 34)   
Chief 2 (5.9%)  
Deputy or Assistant Chief, Captain, 
Lieutenant, Sergeant 
11 (32.4%)  
Officer or Patrol 18 (52.9%)  
Detective 3 (8.8%)  
Gender (N = 34)   
Male 28 (82.4%)  
Female 6 (17.6%)  
Race/Ethnicity (N = 34)   
White 33 (97.1%)  
Other (Greek) 1 (2.9%)  
Education (N = 34)   
Some College/Special Training 8 (23.5%)  
Bachelor’s Degree 11 (32.4%)  
Master’s Degree 13 (38.2%)  
Experience with MI Outside Work (N = 34)   
No 9 (26.5%)  
Yes 25 (73.5%)  
Family Member with MI (N = 34)   
No 18 (52.9%)  
Yes 16 (47.1%)  
Having discussed the specific inclusion criteria, recruitment methods, and demographics 
of police participants, information for the family participants will now be examined. 
Family. Police were only one group of participants for this study. Additionally, 
this study sought to interview family members of a loved one with mental illness. The 
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specific recruitment strategies and demographics of family participants will be presented 
here beginning with the inclusion criteria for potential participants. 
Inclusion criteria. Similar to the law enforcement participants, all potential 
family participants needed to meet the following inclusion criteria to participate in this 
study:  
• Be at least 18 years of age or older. 
• Have a family member living with mental illness. 
• Have been involved with the police due to their loved one with mental illness. 
• Be willing to participate. 
• Be able to give informed consent. 
Potential participants who did not meet all of these criteria were excluded. Phone calls 
were received from two individuals who expressed interest in participating. Upon further 
discussion, they disclosed that they were mental health consumers and discussed the 
importance of the consumer perspective for this study in addition to police and family. 
Although the mental health consumer voice is indeed essential to understanding 
individuals living with mental illness, this perspective was not added to the research 
questions nor was IRB approval given to include these participants. 
Recruitment. Many of the same strategies to recruit police officers were also used 
to recruit family participants. In addition, even greater efforts were put into recruitment 
of family participants with much lower yield. Recruitment efforts for families will be 
discussed below. 
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CCMI. Many of the participants in the community stakeholder meetings for the 
NAMI CCMI project were mental health professionals. Additional attendees included 
family members and NAMI affiliates. At these meetings (I attended at least two in each 
of the two fully participating communities), study information was shared. Attendees 
who were interested in participating or knew of others who might be willing to participate 
were given recruitment materials. 
NAMI. Working with NAMI on the CCMI project and attending the training to 
become certified to teach the new recruit officers provided additional opportunities to 
share information about this study and recruit families. Additionally, opportunities to 
recruit families through NAMI were taken as often as was possible. These efforts 
included: 
• Recruitment materials were sent out multiple times to all of the NAMI affiliates to 
share with families at NAMI events. 
• Information about the study went out multiple times to different list serves such as 
family support and e-blasts. 
• Information about the study was posted on the NAMI CIDP website. 
• Information about this study was presented at NAMI staff meetings and attendees 
were invited to share and pass along study contact information and recruitment 
materials. 
• Contact and study information was given to the “In Our Own Voice” presenters. 
These are mental health consumers who share their stories in groups and events. 
Although mental health consumers themselves would not be able to participate, it 
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was hoped they would share study recruitment information with family members 
who might be willing to participate. 
Parent Professional Advocacy League (PPAL). PPAL (2016) is a statewide, 
grassroots family organization whose mission is to improve access to mental health 
services for children, youth, and their families. This organization is a very active and 
highly participatory group, and they often respond to research and opportunities such as 
this study. Information about the study was distributed in their newsletter. 
Agencies and clinicians. Through phone calls and email, over 50 agencies and 
clinicians drawn from the DMH website, including, but not limited to, those agencies 
who have jail diversion programs in their communities or an Emergency Services 
Program (ESP). In addition, through one of these contacts, study information also went 
out to additional e-distribution lists of over 300 NAMI families and 362 families in 
central Massachusetts. Several packets of recruitment materials were provided to 
agencies and clinicians following the initial contact. 
DMH. As discussed previously, the necessary steps were taken to obtain DMH 
IRB approval for this study in addition to having BU IRB approval. This second IRB 
approval was done as a way to widen the scope of recruitment for families. 
Snowball sampling. My first reader has worked with the NAMI National Medical 
Director, and she reached out to him on my behalf. He put me in contact with individuals 
who work with potential participants. Study information was also shared with colleagues 
and organizational collaborators who could pass the information along to those they 
know who might be interested or know of others who could share it through their various 
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roles. Additionally, all participants were asked to share study information with other 
families they thought might be interested in participating in this study. 
Even with extensive recruitment, all of these recruitment efforts yielded five 
family participants in this study.  In discussion with my dissertation committee, the 
decision was made to use the five family participants and suspend recruitment.  Due to 
the small sample size, results can provide insight as a start into the family perspective but 
should not be generalized to the larger population. This small sample is a limitation to the 
study and will be discussed later in the dissertation. 
Demographics. The demographics for four family participants can be seen in 
Table 3.4.  
Table 3.4 Demographics, Family Participants 
 N (%) Mean (S.D.) 
Age (N = 4)  56.25 (5.795) 
Gender (N = 5)   
     Male 1 (20%)  
     Female 4 (80%)  
Race/Ethnicity (N = 4)   
     White 3 (75%)  
     Hispanic or Latino 1 (25%)  
Education (N = 4)   
     Some College/Special Training 2 (50%)  
     Bachelor’s Degree 1 (25%)  
     PhD 1 (25%)  
Experience with MI Outside Family (N = 4)   
     No 0 (0%)  
     Yes 4 (100%)  
Demographic information was not obtained from one family participant who participated 
via email. She identified herself as a mother; therefore, her gender was indicated as 
female for the study demographics. In this sample, the mean age of family participants 
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was 56.25 years (SD = 5.795 years). One participant identified as male (20%). One 
participant identified as Hispanic or Latino (25%). Among participants, there was a mix 
of education level. All four participants (100%) reported having experiences with 
someone living with mental illness in addition to their family member. All five 
participants identified themselves as the parent of a child living with mental illness. 
Having discussed participant inclusion, recruitment, and demographics the study 
procedures will continue and data collection methods will now be presented. 
Data collection 
Data collection occurred between February 2014 and June 2015. A total of 39 
qualitative, semi-structured interviews were conducted (Creswell, 2013; Kvale, 2007; 
Patton, 2002) with participants from 11 communities in Massachusetts. One family 
participant was interviewed via email at the participant’s request. All other participants 
were interviewed either in person or by phone. At the beginning of each interview, 
participants were asked demographic questions (Appendix D). All participants were 
informed that this demographic information would be kept separate from their interview 
responses and would not be linked to their answers.  
Interviews, with the exception of the family participant who provided information 
via email, used a semi-structured question guide (Moustakas, 1994; Patton, 2002) 
(Appendix D). Some of the interview questions differed by sample population. For 
example, questions for police officers varied based on their rank. For officers above the 
rank of patrol officer, they were asked, “How do you view your particular role in the 
larger more general police role?” Interviews lasted between 24 and 84 minutes with the 
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largest proportion between 30 and 60 minutes. Face-to-face interviews were conducted 
with 30 police officers and one family participant. Telephone interviews were completed 
with four police officers and three family participants (Appendix C).  
The audio-recorded interviews were transcribed verbatim. Per the BU IRB, all 
audio recordings were transcribed and destroyed within seven days of the interview. 
After the transcripts were complete, the participant had an opportunity to verify the 
transcripts as a form of member checking (Creswell, 2013). Member checking is one 
method of validation and was accomplished by having participants review their interview 
transcripts and make adjustments, clarifications, or deletions as they chose. This step 
helped ensure the essence of the participant’s experience and all details had been 
accurately captured and recorded. Clarification was sought with the information provided 
via email. Only one phone interview returned notes with clarifications. No in-person 
interview participant had clarifications, deletions, or provided additional information. A 
few of the participants expressed concern (either in person at the end of the interview or 
when they sent the transcript back after reviewing it) about the sensitive information 
included in their interview. They did not want information linked to them or anyone they 
may have mentioned or referenced in the interview. It was agreed that all final quotes that 
would be used in the final dissertation would be sent back to these participants for 
another opportunity of member checking and increasing validity (Creswell, 2013). The 
data collection methods have been discussed as part of the study procedures. The specific 
data analysis approach will now be presented. 
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Data analysis 
Creswell’s (2013) five step approach to phenomenological data analysis was used 
for analysis of the data. Creswell’s five steps include: 1) Organizing the data; 2) Reading 
and memoing; 3) Describing and classifying data into codes and themes; 4) Interpreting 
the data; and 5) Representing and visualizing the data. These steps are not necessarily 
sequential as data analysis is nonlinear; often steps would be revisited at different stages 
(e.g., Creswell, 2013). The five steps and the components of each will be discussed here. 
Organizing the data. To enact the first step, Data organization, computer files 
were created for each community to keep notes and memos organized by community. 
Additionally, NVivo qualitative data software was used for this study to assist with 
organization and analysis. Many methodology researchers suggest that computer software 
can be a useful tool to assist in the organization and management of qualitative data (e.g., 
Creswell, 2013; Patton, 2002). Interview transcripts or notes for all police and family 
participants, as well as interview memos were also then uploaded into NVivo. NVivo 
allows the user to create codes into a coding structure that are represented as hierarchal 
nodes. In creating the coding structure, all codes were created as nodes in NVivo, given a 
hierarchical rank or order, and then defined. The definitions were added to the node 
properties in NVivo for easy reference (and revision, if necessary) while coding.  
Reading and memoing. After each interview, a memo was written about the 
interview. This phase began Creswell’s (2013) second step in data analysis. These memos 
included topics such as logistical information (e.g., information about the space, 
interruptions, recording equipment issues) and adaptations to implement during future 
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semi-structured interviews (e.g., interview questions that worked well or were unclear, 
future questions to ask additional participants). Impressions and notes about areas to 
highlight in analysis, and thoughts about the researcher-participant role were also 
included in the memos.  
Some police interviews were conducted one after another without a break 
between them. In these cases, it was not possible to write formal memos between the 
interviews. Instead, notes were recorded between the interviews, and one memo was 
written based on the composite interviews. Memos were later used in data analysis to 
identify questions and themes. I returned to this step—memoing and reading—
throughout the coding of data (Creswell, 2013; Miles, Huberman, & Saldaña, 2014; 
Moustakas, 1994; Patton, 2002; van Manen, 1990). 
Transcribing interviews was another aspect of reading and memoing which helped 
increase familiarity with the data. Although time and labor intensive, personally 
transcribing all recorded interviews was the first pass through the data and part of step 
two, Reading and memoing (Patton, 2002).  
As mentioned, verification was another aspect of the transcription process. After 
transcribing each interview, the recording and transcript were compared to verify 
accuracy (Kvale, 2007). This comparison allowed another opportunity to read the data 
and add to the memos as ideas and themes would arise from this reading of the data (e.g., 
Moustakas, 1994; Patton, 2002; van Manen, 1990). As a measure of reliability (Creswell, 
2013) and in an effort to reduce bias (Miles et al., 2014), all finalized notes and memos 
were sent to my first reader for review. 
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Describing and classifying data into codes and themes. In Creswell’s third 
step—Classifying data into codes and themes, a coding structure was created to use in 
coding of interviews and to keep the meaning of codes as precise and clear as possible 
(Creswell, 2013). Developing the coding structure was concurrent with the interviews 
and continued to be revised throughout data collection and was part of the analysis 
process (Patton, 2002). To determine the coding structure, interviews were randomly 
selected to begin preliminary coding. This mix of participants’ transcripts included a 
patrol officer, a higher ranked officer as well as officers from different departments. 
Interviews that took place early in the research process as well as later in the interview 
process were also included in the preliminary coding. Additionally, two family interviews 
were used—one was conducted face-to-face and another by phone—in the first draft of 
the coding structure.  
Using an inductive approach (Patton, 2002), these interviews were read through 
for themes, and the themes were added to the coding structure (Gibbs, 2007; Moustakas, 
1994; Patton, 2002; Riessman, 2008; van Manen, 1990). Some examples of the themes 
that surfaced during the open coding included “choices” made by the participant; 
“gauging crisis, assessment, decision making”, “history” with the individual living with 
mental illness; “perception of person with mental illness”; “resources”; and “roles”. All 
codes were essentially “duplicated” in the coding structure for both the family 
participants as well as the police participants. Separating codes by participant group 
would streamline the later phases of data analysis, specifically running reports. Having 
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the codes under each participant group also allowed for easier comparison of similarities 
and differences in order to answer the third research question.  
In addition to the open coding used for data driven codes, Durkheim’s theory of 
collective consciousness (e.g., 1893/1984), Weber’s work on bureaucracy and the civil 
servant (e.g., 1919; 1978a), and the three dimensions of power by Lukes (e.g., 1977) 
were broken down into smaller components to add theory-based codes to the coding 
structure (Gibbs, 2007; Patton, 2002; Riessman, 2008). Examples of codes for each of the 
theories are presented here.  
Durkheim’s collective consciousness was broken down into three main groups: 
“community”, “family”, and “police”. Subcategories were included under each group 
based on Durkheim’s discussion of collective consciousness and included “core values”; 
“how collective consciousness is shared”; “ideas, beliefs, shared understanding”; “rules”; 
“sanctions, punishments”; and “shared goals” (e.g., Durkheim, 1893/1984).  
Codes based on Weber’s theory of bureaucracy (e.g., 1919; 1978a) included “civil 
servant”; “constraints”; “hierarchy”; “jurisdiction, authority”; “routinization, efficiency, 
mechanical, dehumanization, specialization, objectivity, impersonal”; and “supervision”.  
The three-dimensional theory of power by Lukes (e.g., 1977) was also broken 
down into six subgroups: “Families to person with mental illness”; “Families to police”; 
“Person with mental illness to police”; “Person with mental illness to families”; Police to 
families”; and “Police to person with mental illness”. Using codes drawn from both the 
open coding and the theory-driven codes provided a measure of triangulation, which 
helped increase validity (Creswell, 2013).  
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All codes were then defined in the coding structure (Miles et al., 2014). “Other” 
categories were added to capture any additional data that seemed relevant or important as 
interviews were being coded. In this way, aspects of constant comparative analysis 
(Patton, 2002) were used in developing the final coding structure. The final coding 
structure had six main codes. All main codes (grandparent-level codes) were divided into 
sub-codes (parent-level codes) and sub-sub-codes (child-level codes) (e.g., Creswell, 
2013; Miles et al., 2014). A total of 115 codes were included. Once the initial coding 
structure was developed it was sent to my first reader for review, comments, and 
revisions. When her revisions were addressed, the final coding structure was created with 
definitions. Then, it was sent to the rest of my committee for review and feedback. In an 
attempt to be thorough, the final coding structure contained more codes than were 
actually used, as is common in qualitative data analysis process (Creswell, 2013; Miles et 
al., 2014; Moustakas, 1994; Patton, 2002;). The codes were revisited and revised as 
coding proceeded. Often, multiple codes were grouped together and codes that were not 
relevant, such as the “other” codes were not used.  
After creating the final coding structure and to begin the process of coding the 
data, a few randomly selected police interviews and two family interviews were coded. 
Print outs of the coded transcripts were given to my first reader. The coding was 
discussed together and was further refined as a result of these discussions. A sample of 
coded transcripts were also shared with the rest of my committee for their feedback. Both 
of these steps in the process served as quality checks for the coding (Miles et al., 2014). 
After all of the revisions were made, the final coding structure (Appendix E) was used to 
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recode all data. Throughout the coding process, approximately 20% of all interviews 
were randomly selected and shared with my first reader to maintain quality of the coding 
(Miles et al., 2014). An additional reason for this quality check was to try to address 
inter-coder agreement (Creswell, 2013) with just one coder. 
Step three of Creswell’s analysis continued with the formal coding of the data 
using NVivo. In order to preserve the context of the data, often large chunks of text were 
coded with multiple codes. As an example, this excerpt was from a police officer’s 
interview:  
Just intuitively you feel like hey, you’re seein’ it happen, cause what happens, I 
don’t think, when I was an individual officer on the street, I don’t think I noticed 
it as much as a guy sittin’ up here reviewin’ now [because you were just seein’ 
yours] I kind of see the trends now, ya know what I mean. And I think as a police 
officer ya go deal with your problem and you kind of put it out of your mind 
after you’re done, unless there’s some reason you remember [mhm] ya know 
what I mean? You wanna go back to it…I mean because it was serious. Like 
we’ve had, like the ones where they crack glass and they threaten [mhm] we’ve 
had a cop try…there was once, a female tried to, female, female again, tried to 
stab ‘im…righ? [mhm] initial call…I never forgot this call ‘cause he called me. I 
was away on vacation up in {another state} with my wife. I hadn’t gone 
anywhere in like a year and a half [mm] we went away for a few days and I got 
this call from ‘im [oh] and he was all upset. And he went to the call and 
somebody called in and said “she’s gonna kill herself” a friend of hers “you gotta 
send an officer”. The officer goes, he talks to her, she’s fine [mhm]. Okay, I’m 
gonna go…my interpretation is she’s not gonna do anything [mhm]. So he 
leaves, 3 minutes later the guy calls back. They call the officer, tell him to go 
back. He says, “is this gonna be a transport?” I got the recording [uhuh] to this, I 
took it. Says “it’s gonna be a transport so I don’t need back up.” Backup, asked if 
he needed backup. He said it’s just gonna be a transport. But backup went so he 
goes up the stairs, totally different. She tries to stab him [wow] actually has a 
second knife inside her clothing [uhuh] and tries to get to that second one. He’s 
able to handle it, package her up and send her to the hospital [mhm] and we did 
charge her because…once you get to a certain level, not that it’s always the best 
response, but, [mhm] at least it gets them into the care of the hospital and they 
realize there’s more serious stuff goin’ on [right] so…scary. (Sergeant) 
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This excerpt was coded as “roles”, “Protocol, policy, standards, rules”, “choices”, 
“hierarchy”, “gauging crisis, assessment, decision making”, “supervision”, and “moment 
of engagement, during”. To maintain the cohesion and context for the reference, it was 
essential to code the entire paragraph with each of these nodes (Miles et al., 2014). 
Interpreting the data. The analysis of coded data was part of step four, 
Interpreting the data (Creswell, 2013). After the coding was completed, reports were 
generated using NVivo to determine how many participants and specific references were 
coded at each individual node. This information was put into a table that also showed 
which nodes would be used to answer each of the three research questions (Appendix F).  
The decision was made to further analyze only nodes that had at least five participant 
sources thereby allowing enough data points to ensure saturation (Patton, 2002). Due to 
the small sample of family participants, all family nodes were analyzed. The total nodes 
analyzed was 69. 
Reports were generated using NVivo for each node that would be analyzed. These 
reports included all references or data pieces presented by node. Within each node, all 
references were then further analyzed by reading through the quotes from participants, 
multiple times. Becoming more familiar with the data (Creswell, 2013) assisted with 
interpretation. Data that best exemplified each particular node were also highlighted. At 
this stage of the analysis, quotes were trimmed from the larger coded paragraphs ensuring 
that only necessary data were kept for exemplifying the particular node and any needed 
context for understanding (van Manen, 1990) rather than full paragraphs as originally 
coded. 
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Representing and visualizing the data. Step five, Representing and visualizing 
the data (Creswell, 2013), was an opportunity to convey the essence of the phenomenon. 
This step succinctly brings together all of the components of the data analysis in a 
coherent and understandable way (e.g., Creswell, 2013; Miles et al., 2014; Moustakas, 
1994; van Manen, 1990). Using the specific quotes as described above in step four, the 
data were put into analysis outlines of each node, as part of step five. These outlines were 
shared with my first reader, and then were discussed, refined, and adjusted. All final 
outlines were then grouped according to the research question they would answer and 
shared with the rest of my committee for feedback (Appendix G). Outlines were used to 
gain a more holistic view of the data (Creswell, 2013; Grace, Higgs, & Ajjawi, 2009; 
Miles et al., 2014; Moustakas, 1994; Patton, 2002; van Manen, 1990). The information 
from the outlines was also used to create diagrams as another way to visually represent 
the data (Appendix H) (Creswell, 2013; Miles et al., 2014). The results will be presented 
in the next chapter, but first, efforts made to ensure greater validity will be discussed in 
more detail. 
Addressing Validity 
The aim of this dissertation was to gather the perspective of police officers and 
family members. While participants shared information about sensitive topics, they did so 
in a confidential setting, sharing their opinions and experience, therefore their 
interpretation of events should be taken as their reality. In order to increase 
generalizability of study results, several steps have been taken to address validity and 
reliability. Creswell (2013) identifies several measures to ensure validity that were 
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included in this study. First, triangulation is a common practice in qualitative research to 
address validity (Creswell, 2013; Flick, 2007; Miles et al., 2014; Patton, 2002). For this 
study, triangulation included the police perspective of an event, the family perspective of 
an event, and corroborating the similarities and differences of their experiences. 
Triangulation was important to better understand law enforcement responses to 
individuals with mental illness by using the family perspective of these experiences as 
well as the police perspective. Additional triangulation measures included collecting data 
from different ranks of police officers and from departments in different communities. 
Using multiple theories (e.g., Durkheim, 1893/1984; Lukes, 1977; Weber, 1919; 1978a), 
as well as open coding for analysis, added another layer of triangulation to this study 
(Creswell, 2013).  
Another method used to help strengthen validity was for me, the researcher, to 
spend considerable time in the field as a way to build trust and engagement (Creswell, 
2013). My fieldwork included working with NAMI and the CCMI project, which I used 
to build trust and rapport (Patton, 2002) with different communities and officers in those 
communities. The participants knew me individually, thereby allowing me to learn more 
about their particular community’s police culture that I may not have known as a 
researcher-observer (Creswell, 2013).  
Member checking is another method of validation identified by Creswell (2013). 
In this study, member checking included allowing all study participants to review their 
interview notes and to make adjustments and clarification as they chose. Two participants 
made clarifications and these revisions helped ensure that the data had accurately 
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captured and preserved the details and essence of the participant’s experience. In 
addition, three of the participants had asked that I send back the quotes I would be using 
from their interviews when they were chosen and this allowed another layer of member 
checking of the data. 
Another measure to address validity was to use inter-coder agreement to increase 
reliability (Creswell, 2013). Although I was the only one actually coding the data, several 
steps were taken to address inter-coder agreement. First, the coding structure and revision 
was discussed with my first reader. Second, the coding of several interviews was 
discussed with my first reader and further refined the coding structure through this 
process. Third, a random sample of 20% of all coded interviews was sent to my first 
reader for review, and inter-coder agreement was approximated. Another step to ensure 
reliability through inter-coder agreement was to send materials to the rest of my 
committee for feedback. Additionally, the outlines and data were discussed with my first 
reader, and the final outlines and data were also sent to my committee for comments and 
feedback. 
Miles et al. (2014) discuss additional steps that can be taken to avoid bias, another 
threat to validity. Several of these steps were used in this study in an effort to help 
minimize bias. By interviewing participants of varying ranks in the police departments, 
“elite” bias (Miles et al., 2014, p. 298) was minimized by not relying solely on the 
perspective of one rank. As a natural part of scheduling and interviewing, I took time 
away from the interviews and the different communities and had time to reflect and think 
about the themes and processes. Bias may have increased if I remained completely 
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immersed in a community, and thus was minimized (Miles et al., 2014). Another 
suggestion by Miles and colleagues was to keep the research questions for this study in 
mind and to use them as a constant reference while collecting, organizing, and analyzing 
data. Additionally, sharing field notes and memos with my first reader allowed for an 
outside opinion and ensured that every effort to minimize bias was implemented (Miles et 
al., 2014). All of the steps discussed here were efforts to ensure reliability and validity 
and to minimize bias moving through the steps of the data collection and analysis for this 
study.  
Conclusion 
This chapter has focused on the phenomenological methods used for this 
dissertation study of police and family perspectives of law enforcement responses to 
individuals with mental illness. This chapter began by providing a brief description of the 
study design and setting. The study procedures were then discussed including the process 
for obtaining IRB approval, the consent procedures, participant recruitment, and 
demographic information for both police participants and family participants. Data 
collection procedures and data analysis methods were also discussed as part of the study 
procedures. This chapter concluded with efforts made to address validity. Collectively, 
these methods have helped contextualize this study to provide a richer understanding of 
the essence of police responses to individuals with mental illness. The results of this 
study will be presented in the following chapter. 
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Chapter Four: Results 
This chapter will present data from police and family participants that answer the 
three research questions of this dissertation study pertaining to police responses to 
individuals living with mental illness: 1) What personal, cultural, environmental, or 
professional factors influence police responses to families and people with mental illness 
in the field? These data will be analyzed using theory driven codes from Durkheim and 
Weber as well as data driven codes. 2) At the moment of engagement between law 
enforcement and individuals with mental illness, how does the encounter unfold? These 
data will be analyzed using theory driven codes from Lukes as well as data driven codes. 
3) What are similarities and differences in the perspectives of families and law 
enforcement officers surrounding police responses to individuals with mental illness, 
including the interaction between families and police? These data will be analyzed using 
theory driven codes from Durkheim, Weber, and Lukes, as well as data driven codes.  
Police data will be used to answer all three research questions and family data will be 
used to answer the second and third questions only.  
Research Question One: Factors Influencing Police Responses 
The first research question is What personal, cultural, environmental, or 
professional factors influence police responses to families and people with mental illness 
in the field? Data that answer this research question will be presented in this section, 
drawing only on the responses gathered from police. This section will be further divided 
based on the two theories of Durkheim and Weber, as well as nodes from the open 
coding, using only those nodes that specifically address this research question. 
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Durkheim’s Collective Consciousness 
To begin, I will present data guided by Durkheim’s theory of collective 
consciousness (e.g., Durkheim, 1893/1984). Police responses were coded using concepts 
from Durkheim’s collective consciousness, including: core values; shared understanding; 
rules; how the collective is shared among the group; and consequences for not following 
rules.  
Core values, shared understanding, and rules. Durkheim posits that there must 
be common or shared core values, ideas, and understanding among members of the 
collective. This concept of “shared” was evident in the data in multiple ways, not only by 
what the participants said but also in the language they used to describe their experiences. 
Most notable was the use of the collective “we” or “our”. One sergeant used the 
collective “we” when describing the core value of safety and service in the following 
example: “We want to make a safe community for the people who live in it and a safe 
place for the person having trouble that day.” (Sergeant).  
 Having a shared understanding of the mission or specific way of framing 
particular issues is another part of the collective consciousness. This shared 
understanding also includes how best to accomplish the common goals. This can be done 
by working as a team or getting other professionals or agencies involved, including the 
courts. Some officers also described the best ways to accomplish goals and 
responsibilities including how to handle calls involving individuals with mental illness. 
One participant described the collective and shared understanding of individuals living 
with mental illness among community partners by saying:  
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I think the mentality’s changing in the {community} police department that you 
know, we know you’re not gonna arrest your way outta issues, we know when, if 
we get a frequent call and, ya know, for example and ya know, you can think of a 
lot of individuals that you’ve dealt with over the years, they’re callin’ the police 
‘someone broke into my apartment’ but nobody broke into their apartment so 
what do you do? Ya know, it’s the connections that, that the officers are makin’ 
with {specific address of emergency services} and different social service 
providers in the city that’s helpin’ ‘em better deal with these calls. (Deputy Chief) 
 
 Examples of shared rules to guide and govern behavior, both formally and 
informally, were also discussed. One lieutenant spoke of formal rules when discussing a 
section 12, which is an order that allows officers to take an individual to the hospital 
against their will to be evaluated due to concern they are a danger to themselves or 
others: “If they say they’re gonna kill them self you transport ‘em. Section 12, right? And 
that’s part of how it went, you follow the rules.” (Lieutenant). 
How the shared culture is transferred among the group. In order for this 
collective consciousness to be learned it must be conveyed in some way amongst the 
members of the group. Training is one way the collective is shared, as seen in the 
following example from one captain who said: 
They get the culture and the history of the agency more than the official rules and 
regulations of the agency over the 10-week period. After 10 weeks they know 
who got in trouble 20 years ago, they do, they shoot the breeze, they start talkin’. 
Every cop likes to tell a good story so if it was a good story, those young kids 
who have five FTOs [Field Training Officers] probably heard it five different 
times, five different versions by the way… (Captain) 
 
Officers also discussed examples of sharing the collective consciousness with 
each other in ways such as through roll call before each shift, through personal 
communication, over the radio, through dispatch, officer to officer in face-to-face 
communication, over the phone, or by text message. Another way in which the collective 
93 
 
consciousness is shared with each other is by example as one officer explained, “…you 
gotta present the stuff through the right people, win ‘em over, and then they see it and 
other guys go ‘hey, wait a minute, that worked pretty cool’ ya know? And ‘I liked the 
way that happened’.” (Patrol).  
 Consequences for not following rules. When members of the collective do not 
follow the rules, or break the rules, there are sanctions or punishments. These sanctions 
could be either internal or external and formal or informal in nature. A final aspect of 
Durkheim’s collective consciousness is the use of sanctions and/or punishments for 
breaking the rules or going against the norm. Sanctions that are internal to the department 
might be hierarchical in nature and come from the top down as seen in the following 
example of an internal, formal sanction: 
…if you have a patrolman who’s doin’ somethin’ bad or, or is violating the rule 
every day and the Chief comes down on top of him or her and says, ya know, this 
and that…like if I see somebody sometimes outta uniform I might not say 
anything. I would say something to their, to their Lieutenant. I’d say “I saw him 
outta, out of uniform,’ and if I see him again I go to the Lieutenant again and I 
says ‘he disobeying you?’ (Assistant Chief) 
 
Another patrol officer gives an example of an internal, informal sanction. “If you go 
above and beyond too much people think you should be working for social services. 
There’s scuttlebutt or the Sergeant making comments under his breath.” (Patrol).  
Weber’s Bureaucracy  
In contrast to the application of Durkheim’s theory about shared understanding to 
police behavior, Weber offers a framework for understanding the role of bureaucracy in 
police activities. The organization and the institutional structure, or the bureaucracy as 
well as the role of the civil servant in this bureaucracy (e.g., Weber, 1919; 1978a), have 
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an impact on police responses to individuals with mental illness. Specific domains from 
Weber’s theory, that were used to code the data include: jurisdiction and authority; 
hierarchy; supervision; administration; and civil servant.  
Police jurisdiction and authority. Police authority and jurisdiction is formal in 
nature and governed by laws or other regulations. This jurisdiction and authority can be 
seen in the control officers have over certain areas or fulfilling certain functions such as 
enforcer or providing safety and control. Police have been granted this jurisdiction and 
authority in part through the sanctioning of the people, both to the extent it can be 
exercised as well as its limits. One officer described having limits to their authority when 
specifically discussing the section 12: “We can’t force them to go to the hospital without 
paperwork.” (Patrol).  
 Another example of the police jurisdiction and authority can be seen in officer use 
of force or other tools, including the use of other agencies to help bring about a desired 
goal. One officer shared an example of using the threat of other agencies as leverage 
when responding to one particular call: 
If this place is not cleaned up somewhat, these…I’m callin’ DCF [Department of 
Children & Families] back out and we’re callin’ the health department and we’re 
goin’ forward with this. I go back the next day and legit, no joke, no more clothes 
on the floor, things are folded, the ashes are cleaned up, the walls are cleaned off, 
yeah. The only thing she couldn’t fix was the toilet, that was uh, ya know…other 
than that she did. (Patrol) 
 
Hierarchical structure. The bureaucracy of the police department is hierarchical 
in nature and this influences the police responses. Evidence of a hierarchical structure 
could be seen in examples of levels or divisions within the department, including 
promotion to higher levels or moving up through the ranks. Some officers also spoke of 
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this hierarchical structure as being a chain of command or a way to control and manage 
those within the bureaucracy. For example, one assistant chief described the chain of 
command this way: 
Ya know, if you have a problem that’s not personal or something, the job, I’d 
prefer you to go to your Sergeant and then to your Lieutenant before you came to 
me so that they know that we have a problem and uhm, so forth. (Assistant Chief) 
 
Another patrol officer spoke of the chain of command when discussing the distribution of 
information by saying “…sent the information to the Assistant Deputy and then he sends 
it out to everyone in patrol.” (Patrol). 
 The hierarchical structure also influences the particular responsibilities of officers 
which were often divided by status or rank. Several participants spoke of the hierarchical 
structure and the higher ranks having an influence on those below them. In addition, the 
tone, culture, or agenda within the department is also set by the higher ranks and one 
chief described his influence by saying, “I try and impress on people that we’re here to do 
the best job that we can with what we have…leading by example.” (Chief). For those 
within the bureaucracy who hold a higher rank, they also have more responsibility and/or 
liability, both within and outside the department. Due to the hierarchical structure of the 
bureaucracy, patterns, rules, and behaviors become institutionalized and reinforced and 
therefore change is slow to come. One officer described the time required to make change 
within the department in the following example: 
I think it’s a culture change within policing and culture changes slowly. I think 
it’s one…I remember a Chief one time at uhm, a training would always refer to it 
‘just little taps of the rudder’ (motions with hand) ya know, you’re not gonna 
change policing overnight or they guy’s mentality overnight but I think you can 
just constantly reinforce that this is important ya know, I think guys eventually get 
that message. (Deputy Chief) 
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Managing the bureaucracy. In order for the larger bureaucracy to function, be 
efficient, and fulfill its responsibilities, behavior, individuals, and the organization must 
be managed. One way in which this is accomplished is through supervision. Supervision 
by those of a higher status or rank of those below them, could be accomplished by 
reading reports, leading by example or stating expectations explicitly. Another way in 
which the bureaucracy is managed is through the use of established protocols, policies, 
and procedures. The circumstances of the situation, the history with an individual, the use 
of force by individuals in any given situation or the training that an officer has, influence 
which policies, protocols, and procedures are used. Some departments may have 
procedures for the number of officers to send to a call, when or how to respond, the 
staging, steps to follow, and/or options available to them given the circumstances. One 
officer described the steps that are taken when responding to a call, prior to the use of 
force:  
…the cop didn’t just show up, pull out a gun and go boom and not say a word. 
There were steps up to that, that led up to that, that this person, this police officer, 
man or woman got in there and tried everything they possibly could, verbally non-
verbally, physically, prior to having to take that step to use whatever force. 
(Patrol) 
 
 There can also be policies and/or protocol that are specific for how best to 
respond to individuals with mental illness. There may be differences in responses simply 
because someone has mental illness and therefore their behavior is different and could 
benefit from bringing in other professionals or other officers. One officer described the 
protocol in his department when responding to calls involving individuals with mental 
illness in the following example. “Typically when it involved uh, mental health yes, we 
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get two officers and then if you need more you can call for additional, but typically the 
response is two.” (Patrol). 
 Bureaucratic administration. The administrative aspects of the bureaucracy, such 
as the paperwork and reports, were a major area of focus for the participants and this is 
another aspect of managing the bureaucracy, and officers referred to various types. Some 
officers referred to reports, policies, and memoranda. Other participants discussed types 
such as documentation, records, logs, or cases. Some officers even mentioned examples 
such as grants or reimbursements. The type of paperwork most discussed by participants 
was the section 12. Among police participants, there were multiple ways of referring to 
the section 12, including “pink paper”, “pink slip”, “section”, “section hold”, or “section 
12d”. Other participants referred to a section 12 simply as “paper” or “paperwork”. 
Police officers have a legal right as part of their jurisdiction to issue section 12s but the 
protocol or procedure for issuing a section 12 can vary by department. For example, 
although officers have the jurisdiction and authority to issue a section 12, some 
departments use a clinician rather than an officer: 
Lawfully I can section 12 people but our policy for {community} states that we 
have a clinician that’s designated to do all that. So I’ll never personally section 12 
anyone so, when we deal with someone who is having like a break and they’re 
sayin’ like ya know, ‘I wanna commit suicide’ or stuff like that, and we feel like 
they need a section we have to call [clinician]. (Patrol) 
 
Some departments allow officers to issue a section 12 but limit it to higher ranked 
officers. Some departments allow all ranks of officer, including patrol, to issue section 
12s. 
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 Some officers discussed not wanting to issue section 12s because of the 
paperwork and time they require. Some officers expressed a belief that section 12s are 
taken more seriously if they are issued by a professional. Some officers even expressed a 
desire to have the ability for police to issue section 12s expanded:  
Well, pie in the sky would be…our pink slip ability is limited to ya 
know…danger to themselves and danger to others. If, if there was less stringent 
regulations on that… expanding our powers of uh, of uh, pink slip would be 
helpful. (Detective) 
 
For several of the officers, section 12s are viewed as being issued for safety or to access 
help. An example of this can be seen in the following quote by one captain who discussed 
this aspect of a section 12: 
…we want to protect either the EDP [emotionally disturbed person] or the family 
that’s dealing with them and then after that we try and find a suitable course of 
action for the EDP to get them the treatment help they need and sometimes that 
only happens as a result of an arrest when we’re forced to make the arrest but our 
goal, my goal would always be to get them to the healthcare professionals at the 
hospital for an assessment and ya know whether it’s through a pink slip or 
whatever and then hopefully that resolves the problem. It’s, it’s in everybody’s 
best interest if they can get the help they need. (Captain) 
 
As part of their discussion of the section 12, several officers explained that when a 
section 12 has been issued they are forced to take an individual to the hospital against 
their will:  
But when you section 12 them it’s a mandatory…If it comes from a doctor that 
we have a section 12 in hand, then, then, then we’re gettin’ to the hospital no 
matter what, whether they like it or not. That’s our job and that’s what we’re 
gonna do. We have to go by what that section 12 says. (Patrol) 
 
 Purposes of reports, files, and paperwork. All of these reports, files, and 
paperwork had different aspects of utility. Some were used for information sharing, 
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determining which calls to follow-up on, or for testifying in court. Other types can be 
used outside of the police department as one captain described: 
‘Cause you never know who’s gonna read these reports even though lot of ‘em are 
confidential…police…they might end up goin’ to the hospital, psychologist or 
they can come in and get a copy for themselves, so ya know, you kinda be careful 
what you write ‘cause you don’t know who’s gonna read it. (Captain) 
 
Although police participants described the purposes of various paperwork for different 
aspects of their job, the amount and type of paperwork does vary by department as one 
patrol officer noted. “…[W]e even all have different language, yeah, we all have different 
code names for things, different forms and stuff like that, but when I first came on I 
thought every department was the same, it was just universal, it’s not.” (Patrol). 
 Civil servant. Another aspect of Weber’s bureaucracy that is evidenced in the 
interviews with police officers is the idea of the civil servant, the individual police 
officers actually executing the orders of the supervisor. Interviews with participants 
provided examples of police officers conscientiously and thoughtfully carrying out their 
responsibilities and orders from superiors as well as following the order, even if it 
appears wrong to them. The order of the superior might come in the form of a direct order 
or something less formal such as policy or procedure. Officers typically showed loyalty 
to their superiors, sometimes even over their own thinking as explained by a lieutenant 
stating: “And that’s part of how it went, you follow the rules and nobody ever stops and 
says ‘hey, this aint makin’ any sense, we gotta do something different’ because they’re 
within policy.” (Lieutenant). Some officers expressed aspects of their work that 
demonstrated their own self-denial in favor of the work. One officer gives an example of 
aspects of the job he does not like but is required to do. “I don’t particularly enjoy havin’ 
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to arrest people and catchin’ people at their lowest point, it’s not…it doesn’t do it for 
me.” (Patrol). Another patrol officer expressed this when describing an incident with an 
elderly man at an assisted living center. The staff issued a section 12 and the police 
officer had to respond: 
There was a section written so I had to, I had to do it…I was disgusted, I was, I 
was tryin’ to be as gentle as I could but this guy’s holdin’ on to the chair, he’s 
holdin’ on to the phone with, with ya know, for dear life. So I’m tryin’ to pry it, 
pry it, pry it. Finally I rip it out of his hand, it’s horrible, horrible experience, 
terrible. Terrible, yeah, that’s…that’s an ugly call. Any way you look at it that’s 
an ugly call. It was gross. There was no, no…like I said, not a gratifying call, ya 
know? (Patrol) 
 
 The civil servant not only follows the orders of the superior, but tasks and 
responsibilities are often specialized. The civil servant also performs their tasks and 
responsibilities with speed and in a mechanical or routine way. One officer described the 
mechanical and routine responses to calls in this way: “I mean it becomes routine because 
we deal with them all the time and most of the time we call the ambulance, the 
ambulance comes, they strap ‘em down, they take ‘em to the hospital, we’re done.” 
(Captain). 
Training. Formal training is another part of the bureaucratic influence which 
impacts how officers respond in the moment. Formal training can include training 
received in the police academy. The amount and specificity of training for mental health 
varied among the officers and some reported having little to no training while others had 
more. One officer described his experience with training in the academy by saying:  
My academy has an EDP [emotionally disturbed person] class. We don’t say 
mental illness. We usually refer to it as emotionally disturbed.” We had a class on 
recognizing emotionally disturbed person. I would say the guy was there for a 
good solid 4 or 8-hour class. He was a mental health nurse, came in from the 
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hospital. He covered everything, personality disorders, psychosis, the whole 
gambit. Gave a lot of insight into the signs of paranoia. He was there almost the 
whole day. That was at the academy. (Sergeant) 
 
In addition to training while in the academy, officers also receive formal training in their 
respective communities with an FTO after they complete their academy training. 
Trainings are also held on a regular basis for officers during in-service. Officers can also 
request to attend other specialized trainings and participation in these trainings varies by 
department and depends on need, funding, and staffing concerns. Additional training can 
include topics such as elders and Alzheimer’s, domestic violence, sexual assault, drugs, 
defensive tactics, hostage negotiation, Crisis Intervention Team (CIT) training, or other 
training specific to mental health issues.  
Open-coding 
In addition to codes guided by these theoretical perspectives, open codes were 
used.  Several nodes from the data-driven codes help answer the first research question 
and provide information about aspects that influence police responses to individuals with 
mental illness. These data will be presented here.  
 Personal influences. Officers shared aspects about themselves or their personal 
characteristics that influence their responses to these calls. For some officers, having 
compassion and a general sense of care for individuals influences how they respond. One 
chief explained how he talks to officers in his department and the approach he encourages 
them to take: 
Ya know what? You’ll never go wrong if you treat someone the way you would 
want us to treat your grandmother, your mother, your father, your brother, your 
sister or your child if they came in our front door. What would you want us to do? 
So treat people that way, you’ll never get a…have a problem. (Chief) 
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Some officers have had personal experience with individuals living with mental illness 
outside of the work environment and this influences their responses. These personal 
experiences can be in the community or with family as seen in the following example. “I 
think I’ve learned from family, uhm, yes, yes, my family.” (Patrol). 
 Some officers also described personal skills, a particular interest, or desire that 
influence their responses. This could be having a desire early in life that has been a 
driving force for their profession as a police officer. Others shared examples of skills they 
have such as listening, patience, being a calm presence, or empathetic that influence how 
they respond to calls. One officer described the skill of empathy he sees in himself and 
how this influences his approach in the following example. “To me it’s, I always felt that 
I personally got a lot of empathy so for me I feel, ya know, not bad for people but I don’t 
want anybody livin’ in {community} that doesn’t feel comfortable and safe.” (Deputy 
Chief). 
Another personal influence is the philosophy officers hold, for example treating 
everyone the same or the “golden rule”. One detective described her philosophy when 
explaining how she tries to teach others with whom she works:  
I tried to impress upon them that we all have, we probably all know somebody 
that we care about and love that at some time or other might have some kind of 
mental health crisis of whatever kind and that we should treat each person, each 
one of us, the way we would want police officers to treat somebody close to us. 
(Detective) 
 
Some officers had the philosophy of being proactive and being of service. One officer 
described help provided to individuals who are going through a difficult experience in the 
following example: 
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I think it’s a lot of…’cause the way I look at it is if you have to call the police 
you’re callin’ them on like one of the worst days of your life. Uhm, it’s not like 
we’re a…in ya know while we’re there to help it’s usually somethin’ bad ‘s goin’ 
on and that’s why we’re called. (Patrol) 
 
Others described more explicitly the philosophy of being proactive and doing more than  
the minimum to help in order to try and help in a more permanent way. Some officers 
also have the belief and understanding of the importance of relationships and 
communication and this is part of their philosophy. One chief shared his perspective by 
stating: “…everybody’s hands are tied to some degree and unless everybody works 
together it really doesn’t…it doesn’t work very well.” (Chief). Another officer shared an 
experience of trying to work and communicate with others in his community and the 
importance and effort required to build those relationships: 
I even, when I first went to talk I brought that thing and walked through it with 
everybody. Everybody’s quiet. I said ‘look it, we gotta be able to loosen up. I 
came and said what I wanted to say, I’m not here to offend anybody, I just need 
people to talk.’ I said ‘we’re never gonna fix it unless we do’. And they said ‘well 
can we get back to ya?’ everybody was afraid so then they got back to me, I had a 
meeting with, they brought a lawyer in that was part of the mental health so the 
guy goes through the whole process. And I listened for about 20 minutes about 
why they couldn’t do this and couldn’t do that and I said, I said, I said ‘that’s all 
well and good’ I said ‘sir’ and I knew about 10 or 12 people and I says ‘and I 
respect everything you guys are sayin’ and I understand you got the bureaucratic 
process and I understand CYA [cover your ass], I’m a policeman, I get it’ I said 
‘but those are the things that are killin’ us. We gotta figure out a way around it’ 
and the guy said, he looked at me and he went ‘I think we can work with you’. 
(Lieutenant) 
 
 Professional influences. In addition to personal characteristics, officers discussed 
various professional aspects that can influence their responses. For some officers this 
professional experience came prior to becoming a police officer but in other types of law 
enforcement settings such as the department of corrections or the military. Previous 
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professional experience may also have been gained via training such as an emergency 
medical technician (EMT) or working for hospitals or other mental health facilities. One 
officer described this previous experience as having a positive influence for the whole 
department by saying: “I think what really helps our department is many of the officers 
used to work at {psychiatric hospital} or have families who did.” (Lieutenant).  Officers 
had additional professional experience such as working as a special education teacher or 
even experience gained on the job when in high school that continues to have an 
influence on their current position, including the following example from one patrol 
officer: 
I worked at {restaurant} when I was in high school for, and college for probably 
six, seven years and we had between {psychiatric hospital}, {state psychiatric 
hospital}, {public institution for individuals with developmental disabilities}, 
{residential school for students with special needs}, there were a lot of situations 
where we had special needs people coming in as customers and so you just got 
sensitive to that and dealing with that. (Patrol) 
 
Some officers have professional experience in their current position through involvement 
in the community such as teaching classes to community members in schools or other 
groups. Others help with community activities such as the Special Olympics.  
 Informal training is another aspect of professional influence which impacts how 
officers respond to calls. Many officers discussed learning how to respond through 
experiences on the job. One officer described the process of learning through experience 
and how that impacts his approach by saying:   
…the more years you have on the job the more, uh, clusters you respond to, the 
more you get a sense of comfort in chaos and you kinda walk in and you go 
‘alright, everything’s a mess, how do I make this as neat as possible?’…and that 
all kinda is a process that we learn as, as police officers, as first responders. 
(Patrol) 
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Officers also described informal training as including self-directed training. This is 
training that they themselves sought out such as information in books or magazines, as 
well as information they have incorporated from other experiences beyond their current 
position as a police officer.  
 Police roles and goals. Police officers have many different roles and 
responsibilities. These roles impact their responses to individuals living with mental 
illness. Officers discussed various aspects of how they view their role as well as the goals 
they have when responding to calls. These can be grouped broadly into four smaller 
areas, the first being safety.  
Safety. Many officers described one of their key roles as being first responders, 
making the initial contact on a call, and triaging at the scene. One officer gave an overall 
picture by stating: “As long as there’s the scene and officer safety is in place and other 
people are safe, okay when that’s…when that stuff’s in question we have to take 
action…” (Patrol). Another aspect of the police role that falls under safety is to provide 
and maintain that safety. One patrol officer described her view of this role and the 
influence it can have by saying:  
I think we’re the first person that really makes contact and whether it’s a family 
member or neighbor, whomever, or them who calls us for whatever their situation 
may be, it’s, a, it’s a situation where we can either make it something we can deal 
with or it can escalate into something that shouldn’t have to go down that road. 
(Patrol) 
 
Another officer described this aspect saying, “Patrol officers, they’re a triage, like an 
emergency room doctor going from room to room, we go from house to house, fixing 
problems. That’s what patrol is all about.” (Patrol).  
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Along a similar line, some participants described their role to include being 
protectors in situations involving violence or assaults such as domestic violence or sexual 
assault. Other aspects of the police role of safety is general law enforcement, patrol, and 
being out in the community. As part of their role of law enforcement and patrol, some 
officers also discussed aspects of social control and enforcing what is socially acceptable. 
A final area of safety in the police roles and goals is finding people and keeping people 
alive. One officer explained keeping people alive in his discussion on the priority of life: 
We had a debate recently on the priority of life, what’s the priority of life when 
the cop responds to a call? Because the police are…and our motto in our heads 
is…and I don’t’ know if it’s the right motto, but you wanna go home safe at the 
end of your shift, right? Which kind of feels selfish when you think about it for a 
second, but it’s still a priority, right? So you say ‘wait a minute, the priority, the 
priority’s the cop, victims, innocent bystanders, and then the bad guy’…bad guy 
is always last on the list, alright? Okay, and then you say okay, yeah, that makes 
sense but then you go, wait a minute, if it’s always me, what about an active 
shooter? Am I not puttin’ the victims and the innocent bystanders out of priority 
there ‘cause I’m gonna go in? so you, it, it,…it’s not a list it changes with the 
circumstances but that priority becomes important and when you’re dealin’ with 
people, life is always, life is always a priority, no matter who, even with the bad 
guy life’s priority just sometimes it might be his choice to push things to a level 
where there’s no choice for anybody else, but that priority becomes 
important…people’s lives and then keepin’ them livin’ and breathin’ alive. 
(Lieutenant) 
  
Mental health related. Police roles and goals also included things more 
specifically related to individuals with mental illness. These responses can be further 
categorized as reaching out to family members, transporting individuals, or helping them 
to get needed services in order to solve problems more permanently as one officer 
described his approach to helping and the longer-term outcome by saying: “I won’t just 
do the bare minimum and walk away. If you don’t do the most you can for the person 
today, then they will be a repeat call.” (Patrol). Police officers also conduct well-being 
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checks and assessment of situations and individuals, in order to make determinations on 
how to respond. Additionally, as part of the assessment, officers are often called upon to 
assess for suicide risk or respond to calls involving suicide. One patrol officer describes 
responding to a call involving a suicide in the following example: 
We get a call for a…suicide attempt, not breathing, get up there the husband’s 
doin’ CPR [cardiopulmonary resuscitation] in the bedroom, uhm, she had 
swallowed a bunch of pills and put a bag over her head and put elastics around the 
neck so she suffocated herself and if that didn’t work the pills were a backup. 
Uhm, the 5 or 6-year-old son at the time thinks mommy’s takin’ a nap, goes 
upstairs, goes back downstairs says to dad ‘dad, why is mommy wrapped up like a 
mummy?’. Dad runs upstairs, finds mom dead, uhm, pulls her off, rips the bag off 
head, starts CPR, calls us. So we get there, we take over CPR, AED [automated 
external defibrillator], fire gets there, uhm, she’s gone. And at this point I 
physically have to restrain the husband in his own hallway ‘cause he just 
want…he just wants…it’s now a crime scene. (Patrol) 
 
Community. Being involved with the community is another role police 
participants discussed. For example, various aspects of community policing were shared 
by officers such as building relationships and rapport with the community as well as 
strengthening community relations. Also important to community policing was being a 
role model and participating in different boards and committees. One officer spoke about 
the proactive approach to community policing and getting to know and interacting with 
those in their community:  
…in the meantime you try to go out and be proactive and, ya know, enforce 
different laws whether it’s traffic laws or you see somethin’ that doesn’t look 
right or even…ya know, community policing side and you go around and you talk 
to people and you see how things are goin’, different businesses, just anywhere 
because it’s good…it’s good part of the job too. So…pretty much if you’re not 
responding to calls and stuff you are either bein’ proactive or you’re out there 
doin’ community policing, trying to get to know people, get to see what people 
are thinkin’ listenin’ to people’s complaints or issues they’re having, ‘cause 
they’re the people that are gonna be callin’ you to tell you what’s goin’ on so we 
build relationships. (Patrol) 
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Follow-up is another aspect of the police role in the community. This follow-up could 
include with the individual or with others, as well as checking in on someone or getting 
more information to do further investigation.  
Use of force. The last broad category of police roles and goals was grouped with 
other aspects including an officer’s use of force. One lieutenant described an officer’s use 
of force this way: 
…the police aren’t goin’ out like gang bangers on the street lookin’ for people to 
beat up and hurt. Police get called to bad situations and bad things happen 
sometimes. The vast majority of times positive things happen, good things 
happen. Police use force in less than 1% of all their cases and they use deadly 
force in only 1/10th of these so it’s very rare but when it happens its out here and 
it is news and it is important and you do want it to be right, but at the same time, 
you puttin’ guys in rapidly changin’ circumstances and things can happen fast and 
that’s one of the things with mental, with mental health responses that was 
alarming to me was, these things are happening quick, they’re happening fast, 
guys are goin’, somebody’s got a knife, they don’t know if it’s the person who 
works there or the person with the knife? They take a gun out…it only takes a 
fraction of a second once that gun comes out of your holster, ya know, for bad 
things to happen. (Lieutenant) 
 
One patrol officer described seeing the necessity the use of force by saying:  
I think it is…we have the ability to, ya know, use force to ya know, whether it be 
restrain someone or protect ya know, other people that are at the scene. I think it 
is necessary that it is one of our roles. (Patrol)  
 
Context of the environment. In addition to the roles and goals police officers 
have, their responses to individuals with mental illness can be impacted by the context of 
the environment both historically as well as currently. Officers described aspects of the 
current or historical context of the environment that have an influence on responses to 
individuals with mental illness. Some officers talked about deinstitutionalization and the 
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impact these changes have had on their roles and responses. One officer described 
deinstitutionalization by stating:  
Those places like that aren’t there anymore and so I know that there’s been more 
of change to take some people that had mental health issues, and I’m just usin’ 
this as one example, that had mental health issues and they’re trying to put them 
in more community based types of environments, ya know trying to let them be 
on their own, ya know like group homes and that kind of thing and I think that…I 
don’t know how that whole mechanism happened but it seems that that might’ve 
attributed to it. (Deputy Chief) 
 
Many officers talked about the number of mental health calls they respond to as another 
aspect of the context that influences officer responses. One patrol officer described the 
number of mental health calls in this way: 
…I mean I myself probably respond to one or two a week I guess where it’s 
somethin’ involving someone with a mental illness. Uhm, and as a department as 
a whole I’m not, I’m not sure but it’s definitely…ya know it’s definitely several a 
week on average and then sometimes you’ll see a spike and it’s happenin’ all the 
time, other times you’ll go a week or two without one but on average probably 
several times a week. (Patrol) 
 
Some participants described that the number of mental health calls has increased over 
time, and some even expressed a belief that there has been an increase in diagnoses which 
might account for the increase in the number of these calls. 
Several officers talked specifically about aspects of their community which can 
influence responses such as the size of the community, the financial resources their 
community has, or the expectations or thoughts their community has of them as police 
officers. Several officers also talked about community partnerships, collaboratives, or 
relationships with clinicians in their community and the influence this can have on 
responses. One officer described a collaborative in his community by saying: 
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…in May we formed a Mental Health Collaborative, uhm, that, that has brought 
every mental health provider in the area to the table. So we meet monthly, in fact 
we’re meeting at 11:00 and we talk about individuals that we deal with every day 
that we’re seeing on a regular basis, and we’re getting the names out to the 
providers and then they’ll discuss folks that they’re concerned about. (Sergeant) 
 
Other officers described the group homes within their community as also having an 
impact on the calls they respond to, both the number and type. An additional layer of the 
context of the environment that impacts responses is the system level or societal factors 
including the crime rate or the acceptability among individuals to seek help. Officers 
viewed the current context as including cuts in services that impacts police officers and 
families by requiring more from them to help individuals living with mental illness. 
 History with the individual. Many officers discussed their interactions with 
individuals living with mental illness in a way that demonstrates they have a history with 
them. They know what to expect, have a baseline with the individual, or know about the 
individual or that particular address. An example of this can be seen in one patrol 
officer’s description: 
Well there’s…I mean if you deal with the same person enough times you kind of 
figure out what’s gonna set ‘em off or calm ‘em down, uhm, there’s one guy all I 
have to do is start talkin’ about hockey and he…he’s fine, ya know? Somethin’ as 
weird as that. (Patrol) 
 
Even the language officers use to refer to these types of calls involving individuals with 
mental illness demonstrates their level of familiarity and the history they have, including 
the frequency with which they are responding to these types of calls. Common references 
include “frequent flyer”, “consistent”, “all the time”, “keeps coming back”, “repeat non-
emergency”, “public safety calls”, and “go there all the time”. Often due to the repeated 
nature and the volume of these types of calls, several officers expressed a sense of 
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hopelessness with respect to responding to them. Due to their history of responding to 
these calls, officers at times are able to obtain information from families of these 
individuals that can influence their response. One officer described the different types of 
information that families can provide stating:  
History. The history of the mental illness. How long it’s been going on. If the 
person’s on medication. Have they been taking their medication? Uh, what are 
they taking? Uhm, where’ve they been evaluated? Who have they talked to? Do 
they have uh, a psychiatrist or a therapist or somebody that they, that they speak 
to regularly and do they know what’s going on? So any information pertaining to 
the illness that the family can provide is always great and it just kind of gives you 
a…a better idea of what’s going on or how long it’s been going on. (Patrol) 
 
Having a history with some individuals allows officers to have more information and a 
baseline of behavior when responding to calls. Additionally, repeated interactions with 
police officers can also influence the behavior of the individual living with mental illness 
in subsequent calls. Responses by police can set either a negative or positive tone that the 
individual can draw upon when police respond again and this can influence how the 
individual living with mental illness interacts with police.  
 Officer perception of individuals with mental illness. In addition to the history 
officers have with an individual or particular addresses, the officer’s perception of 
individuals with mental illness can influence the ways in which they respond. Some of 
the officers view these individuals as typical members of their community. Several 
officers discussed their understanding that there is a reason for the individual’s behavior, 
even if they aren’t able to see that reason as one officer explained in the following 
example: 
The other thing that’s interestin’ I break my leg you see the cast but if my mind’s 
broken, nobody sees it. I remember them tellin’ me at that class, that was a big, 
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there’s no Band-Aid up here, you just look, you think somethin’s wrong, not 
normal but they’re injured, they’re ill ya know? And sometimes it’s hard, when ya 
can’t see it right there… (Lieutenant) 
 
Another officer described the Many officers perceive these individuals to be in need of 
help. Other officers felt that the behavior of these individuals is episodic rather than 
constant and some described the behavior as unpredictable, volatile, or of being in a 
heightened state. 
 Resources. Several different types of resources were described and these were 
viewed by the officers as having an influence on the work that they do. Many viewed the 
families of individuals living with mental illness as being a resource for them when 
responding to calls. Officers talked about the importance of communication and this is 
not only important, many officers also saw this as a resource. One officer described their 
relationships with agencies and being able to use those relationships to help individuals 
by saying:  
Thank God that we do have the relationships that were built up with {community 
mental health center} and DMH [Department of Mental Health], some of these 
other agencies that when something like that happens we can get on the phone and 
call somebody and be like ‘how’re we supposed to fix this?’ (Deputy Chief) 
 
While these relationships could arguably be formalized through the bureaucracy, officers 
in this sample did not describe the relationships as being formal within their department 
and therefore they were categorized as resources in general rather than specifically tied to 
the bureaucracy. Information was also described as being a resource. Information could 
include the history of individuals, what helps calm an individual down, or special needs 
of those to whom they are responding. This information can come from various sources 
including doctors, mental health providers, previous experience, landlords, dispatch, 
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EMTs, fire departments, schools, community organizations, and/or family. Several 
officers saw the criminal justice system and the courts as another resource and way to 
provide intervention. 
 Mental health services, organizations, programs, and group homes were also seen 
as resources for officers when responding to calls involving individuals with mental 
illness. Additionally, hospitals, emergency rooms, and or psychiatric hospitals were seen 
as being a resource. Beyond the services, organizations, and facilities, mental health 
providers were also described as being a resource. One officer described having providers 
available and on the same page and this allowing for more options when responding to 
calls. “But typically when everybody else, when the professionals are on board we have 
options. It’s not, well, black and white, we have to transport ‘cause they said…that kind 
stuff is, is…more malleable than before.” (Patrol).  
A few officers also mentioned various tools they have available to them to use as 
a resource and how those tools can help bring about desired results. The tools officers 
have at their disposal can include things such as weapons, oleoresin capsicum (OC, or 
pepper) spray, less than lethal tools, as well as physical and mental abilities. Many 
officers also referred to training as a resource. Others viewed personnel and other officers 
within the department as a resource. One assistant chief spoke of knowing the officers in 
his department and using them more specifically depending on the situation: 
Well, we had uhm, we had a teenage girl that was totally outta control and we had 
Officer {name} who worked days. For whatever reason when he went to there she 
would calm down. She’d make fun of everybody else but him. He’s a big guy, ya 
know? So he was someone that we would identify then if we’re gonna go to their 
house, he’s somebody that ya know ‘hey, is {name} workin’ ‘cause we can send 
him over there’… (Assistant Chief) 
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A few officers even described resources they have in their community, including 
financial resources that provide a means to obtain services. In addition to resources 
having an impact on how officers respond to calls involving individuals with mental 
illness, the barriers police encounter also have an influence and these will be presented 
next.  
 Barriers and constraints. Many officers described a lack of information as being 
a barrier or an obstacle for them when they are responding to calls involving individuals 
with mental illness. This ambiguity hinders officers in their ability to make the most 
accurate assessment of the situation which then impacts their responses. Officers also 
described the unavailability of medical professionals, other agencies, providers, or a lack 
of options were also seen as barriers. One officer described this lack of options in this 
way: “The ER [emergency room] may not always be the answer but we don’t have any 
other answer. We’re good at recognizing things. We’re very limited in what we can do.” 
(Officer). Another officer put it One chief put it simply by stating: “…they’re just not 
available odd hours and weekends…” (Chief). A few officers described this lack of 
options and the impact it has for them to not be able to solve situations more 
permanently, or feeling the lack of power to do so as seen in the following quote from 
one officer: 
Uhm, ya know, we’re kinda like a firefighter putting out fires that aren’t all the 
way out all the time. We put ‘em out when they flare up and it’s almost like a 
whack-a-mole type thing…that’s how I feel. Uhm, because we…we don’t have 
the power to deal with these problems in a way that solves it. (Lieutenant) 
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This lack of resources as a barrier may stem from the larger society, bureaucratic 
structures for other organizations, or even constraints within the individual police 
department. No matter where they originate, these barriers impact police and options they 
have when responding to calls. The lack of training was also seen as a barrier for officers. 
One captain shared an experience of responding to a call involving a suicide attempt and 
the lack of training that might otherwise have provided guidance in the moment: 
I’m reaching my memory, ‘have I ever been trained anything of what to do when 
someone’s actively like able to kill themselves at that moment, or at least hurt 
herself badly?’ at that moment, what do you say to someone then who’s on the 
edge making a choice. It’s different than someone who’s taken a drug overdose 
and you’re getting to the hospital…right there, could go right over at any moment, 
and I had a total blank. (Captain) 
 
Another barrier discussed by several of the participants is having a difference of opinion, 
difference in vision, or being otherwise on a different page from others involved. This 
difference of opinion can be outside the department such as with individuals in the 
community as one deputy chief described his community when saying: “…they don’t 
even understand the, the frequency and the number of incidents that we deal with.” 
(Deputy Chief). This difference can also be with other professionals or within the 
department among officers. Along a similar line, the expectations of others are viewed by 
some officers as a barrier to how they are able to respond. For example, the expectations 
of the police by the general community can create a barrier. Prior experience with 
individuals can also create expectations that then put up a barrier or constrain the officer 
and make responding more difficult. One detective described this by saying:  
…sometimes when we come they don’t get the help that they need and ya know, 
they…then they’ll be critical of the police ya know what I mean? If uhm, there’s 
let’s say there’s a family fight and they call the police and then the police come 
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and they lock somebody up in the house then they’re sorry that they called which 
isn’t good either because the next time when something bad happens they might 
not call. So I think people expect…they, they expect a lot of the police, they really 
do, and we can only do so much. (Detective) 
 
Other barriers officers faced related more directly to calls, including an increase 
in the number of calls in general as well as calls specific to mental health related issues. 
Responding to repeat calls for mental health related concerns was a barrier seen by many 
officers and one chief described the volume of repeat calls and the impact this has on the 
department, when describing one case in particular: 
I’m sure maybe the Deputy mentioned to you, we had a case the year before we 
went to this particular woman’s house, 56…57 times. We finally were able to get 
her some, we believe, more robust help and we’ve reduced those calls to, ya know 
17, 18 calls this year. It’s a big help for us. Ya know, people don’t realize that…I 
mean 80% of the calls we go on are repeat calls ya know, so it makes a huge 
difference when we can cut back… (Chief) 
 
 A final barrier officers described as impacting their responses to calls was the 
Health Insurance Portability and Accountability Act (HIPAA), laws, rules, and policies. 
Again, noting that laws, rules, and policies can be at the individual department level, the 
larger bureaucratic level of other organizations, the larger state and federal government, 
or a combination, they can and do pose barriers for officers when responding to calls, 
irrespective of their origin. These laws, rules, and policies can provide protections and at 
the same time create barriers. In addition, the nature of police work, the structure of the 
department and other systemic barriers impact the role of police officers in responding to 
calls. One officer shared an example of a systemic barrier that arose from different 
systems not working together effectively and the impact this has: 
…we do still do with barriers. I mean we had a guy just this past weekend that we 
brought to the hospital, makin’ threats. He’s got a history of mental illness. Uhm, 
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history of substance abuse and he…we took him there and…took him to the 
emergency room to section him but the {community mental health center} would 
not, would not interview him because he wasn’t bailed yet and we can’t bail him 
because he’s on a default warrant which is felony default warrant so the bail 
commissioner won’t bail him out so we’re like stuck in this position where, well 
what do we do? And they’re like ‘well we’re not gonna look at him unless he’s 
uhm, bailed’ and we’re sayin’ ‘well we can’t bail him because it’s an unbailable 
default warrant and therefore we can’t let him go, so what do we do?’ We brought 
him back here put him back in a cell so like it’s…there’s just these rul…I don’t 
know where all these rules come from all the time but it’s like you bring someone 
there that’s sectioned and you’re turned away. (Deputy Chief) 
 
Research Question Two: Moment of Engagement 
 The second research question is: At the moment of engagement between law 
enforcement and individuals with mental illness, how does the encounter unfold?  Data 
from both police and family participants using the nodes based on the theory of power by 
Lukes followed by data from describing the moment of engagement before, during, and 
after will be presented in this section.  
Lukes and Power 
 Lukes’ three-dimensional theory of power is useful in analyzing how interactions 
between police and individuals living with mental illness unfold. This section will be 
divided into three main sub-sections, one for each dimension of power, as identified by 
Lukes. Police and family data for each dimension of power will be presented according to 
who is exercising the power and on whom the power is being exercised. 
First Dimension of Power: Brute Force. The first dimension of power is when 
the one exercising power uses brute force over the one without power, in order to gain or 
maintain control or to accomplish their goals (Lukes, 1977). This use of brute force in the 
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first dimension of power was manifested in the use of physical force or coercion by 
police officers or by individuals with mental illness or their families.   
 Police to individuals with mental illness. When police respond to calls involving 
individuals with mental illness, sometimes brute force or exercising physical coercion is 
used, including the use of weapons or tools. An example of this can be seen in the 
following quote by one detective who said:  
…she calmed down once they handcuffed her they were able to back off because 
she’s restrained and she, and no one’s in harm’s way, including themselves, it was 
just…I think that…sometimes when we us our force ya know, we’re using it 
again to like…it’s the safest thing to do, restrain her and back off and people are 
looking at us as a different level of force instead of a tool. (Detective) 
 
One parent also described police use of physical force when describing an incident with 
her daughter and the police. “Her face was down on the ground and they were beating on 
her, two guys (police).” (Parent). 
 Another form of brute force and exercise of power or compelling someone to do 
something they otherwise would not do, is the officer’s use of arrest. Arrest can be used 
to accomplish a desired outcome when other means have not been effective or there are 
no other options as one officer described: “Sometimes an arrest is inevitable and we do 
make the arrest but by and large our men and women recognize the hospital’s the better 
place to be than a cell block.” (Captain). The police also use the section 12 as a tool when 
individuals are deemed a danger to themselves or others. This use of the section 12 is 
another example of exercising power to get an individual to the hospital for an evaluation 
against their will. 
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 Individuals with mental illness to police. During times of crisis, individuals 
living with mental illness can also try to control the situation and achieve their own goals 
by the use of brute force and the first dimension of power. Sometimes in these crisis 
situations when the police are involved, individuals with mental illness can become 
violent and physical, and that can be directed towards police officers. One parent shared 
an incident with her daughter saying: “An officer got hurt (his wrist) in the process so 
also an assault and battery charge.” (Parent). An officer shared his experience with one 
individual and responding to the call, having things settled, only to be called back and the 
individual’s behavior changed and to become physically violent and aggressive towards 
him: 
I get there now the door’s open a little and she’s pacing and as soon as she sees 
me now it’s, she’s up here, screamin’, swearin’, huge change in, in her response 
to me…I’ve got nowhere to go uh, next thing I know after the little half step she 
reaches behind her, lifts her shirt, pulls out a bowing knife and tries to stick it in 
my chest…So the knife comes out. Struggle ensues. (Assistant Chief) 
 
 Individuals with mental illness to families and others. Participants shared 
examples of individuals with mental illness being physically aggressive with members of 
their family as a way to accomplish their goals or control the situation. One parent 
described his son’s use of being physical as a means to control the situation and avoid 
confrontation:  
He understood from a fairly early age that if you just go blustering and angry the 
discussion was over and people would separate and so he’s used that to great 
advantage for many, many years. Anytime we would try to talk to him about 
school or anything that was the least bit uncomfortable, he would uhm, bluster 
and it would be over. (Parent) 
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One officer described a particular individual and the fear he had that at some point the 
child’s physical exertion of force against his mother would end tragically. “This kid is 
gonna kill his mother. You just know these things.” (Patrol). One officer described 
responding to a call in which the individual with mental illness had been physically 
violent and aggressive with a mental health clinician. “And then I had a call once where 
the clinician, not our clinician but like an {mental health clinician} had to section some 
woman and she actually attacked, tried to attack the clinician.” (Patrol).  
 Families to individual with mental illness. Families also have the potential to 
exercise the first dimension of power over their loved one with mental illness. One parent 
described an incident in which his son’s behavior was escalating and getting more 
violent. In an effort to manage his son, he exercised power and control using the threat of 
brute force or physical confrontation: 
…he tried to throw some punches while we were both seated in the back of the 
minivan, not a, a van and I was able to deflect them and uh, we got out of the car 
and uhm, it was a rest stop which is why we had stopped. And when I came back 
he was still blustering so I said to him ‘fine, you wanna do this? Let’s get it over 
with, uh, let’s do it now.’ To which he stalled for time by taking his chains off, his 
shirt off, his watch off, uhm, and by then my wife had intervened and pushed him 
away and into the car. (Parent) 
 
Second Dimension of Power: Agenda Setting. The second dimension of power 
is when the one exercising power arranges the agenda or what is being focused on or 
attended to, in order to bring about a desired outcome or control (Lukes, 1977). With the 
first dimension of power, power is exercised with brute force and physical coercion and 
in the second dimension of power, power is often exercised using verbal means to control 
an individual.  
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 Police to individuals with mental illness. In crisis situations and when responding 
to calls involving individuals with mental illness, officers must ensure safety and this is 
accomplished through obtaining and maintaining control. Officers can exercise their 
power and authority in accomplishing this, without the use of brute force, rather through 
their verbal attempts to accomplish a desired outcome. One officer used the second 
dimension of power by explaining the effectiveness of building rapport with an individual 
and then being able to use that to help convince them of the need for a desired outcome: 
Other times if you can talk to them or if you have a rapport with ‘em or if I’ve 
dealt with this person before ya know it’s John Smith and you’re like ‘hey, c’mon 
buddy, ya know we gotta go’ and he knows me, I know him sometimes that’s 
easier if…and even just buildin’ that rapport. (Patrol) 
 
 Families and others to individual with mental illness. Family participants also 
attempted to gain control or bring about a desired change or outcome at multiple points in 
their life with their loved one, not just when the police were also involved. One officer 
shared an example of responding to a call in which the family member of the individual 
had exercised control by convincing his wife to go to the hospital. “I think the husband 
ended up talkin’ her into goin’ to the hospital.” (Patrol). Individuals other than police and 
family members can also exercise power by arranging the agenda and working to 
convince individuals with mental illness of the need for some desired outcome, including 
friends, other professionals, and mental health clinicians.  
Third Dimension of Power: Internalizing the Belief. The third dimension of 
power is the least understood and most complex. This dimension of power is when the 
one(s) exercising power put forth some idea of the other that is then internalized by that 
person (Lukes, 1977). There were very few examples of the third dimension of power. 
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One officer shared thoughts about ways in which individuals with mental illness might 
internalize a belief in their ability to be productive. This officer believed working on this 
through a program would ultimately be successful in bringing about lasting change:  
…so maybe if we had some place where they could go and actually be productive 
it might help them feel better about themselves and ya know ‘cause I’m sure a lot 
of this too is when they get into their…if depending on what their disorder is that 
there’s probably some depression to go with it. (Lieutenant) 
 
One mother shared thoughts about society in general and the impact of stigma that can be 
viewed as an example of the third dimension of power. The beliefs of society become 
internalized by the individual with mental illness. “I see how they blame, they stigmatize 
people. Not the judge but the people, the micro powers, the in-between.” (Parent). 
Another officer also talked about stigma and the implications this can have for these 
individuals. “I think sometimes maybe they’re afraid to tell police or law enforcement, or 
anybody, that a family member may have some sort of mental illness. And maybe they’re 
afraid of the stigma.” (Sergeant).  
Moment of Engagement 
Police and family participants shared their experience of police responding to 
individuals with mental illness at the moment of engagement. Although the sample is 
very small and not representative, the family data will be included here to provide some 
suggestive insight into the perspective of those families who participated in this study. 
Data were grouped into three segments: what happened before the interaction, what 
happened during the interaction, and what happened after the interaction. The data in 
these areas provide a larger contextual picture of police responses to individuals with 
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mental illness and results will be presented here from the police perspective as well as the 
family perspective. 
Before the Moment of Engagement: Police. Police participants described 
various aspects surrounding the situation before responding to calls. For police, having 
information such as collateral information or other information specific to the scene or 
situation was important and also varied with each call. Officers may have this 
information prior to responding to a call because they have grown up in the community 
and have had prior knowledge or experience with individuals. This information can also 
come because of relationships officers have with others such as mental health providers, 
caseworkers, or family members. One officer shared the experience of a woman coming 
to the police station before a situation occurred and providing information about her 
family member:  
There’s a few that’ve been pre-emptive. I remember one woman coming to the 
station to talk with us about her, I think it was her daughter’s issues and tryin’ to 
explain that this is the kind of way that these things should be handled. (Captain)  
 
Although several officers described having information prior to responding to calls, some 
explained there were times when they have little or no information before-hand or the 
information they receive is inaccurate. 
Before the Moment of Engagement: Families. Prior to incidents requiring 
police interaction, families may contact police to check on their loved one and this may 
involve the fire department and the crisis team. One family participant described the 
difficulties in trying to access help through the crisis team. “Just as an example, whenever 
we do need to call the Crisis Team, they always find a reason not to take action.” 
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(Parent). Families have often been dealing with substance abuse issues with their loved 
one and this substance abuse can play into the family dynamics. An example of the 
connection of substance use for their loved one can be seen in the following quote by a 
family participant: 
Uhm, and my son came home at one point, uh, obviously very drunk and upset, 
like talking nonsense. “I need some energy, I need you to give me some energy’, 
to which I tried to calm him down and get him to stay but that didn’t work, he 
went back to the beach. (Parent) 
 
Gauging Crisis, Assessment, and Decision Making During Engagement: 
Police. When responding to calls, officers must assess the situation, gauge crisis, and 
make decisions based on the information they have prior to the call and the new 
information they obtain at the scene. As described above, whether discussing safety as 
part of their role or safety coming up in examples of responding to calls or other details in 
the interviews, safety was brought up time and again. While police participants were 
describing how they gauge and assess the scene when responding to calls involving 
individuals with mental illness, safety as a priority was evident again in many of the 
officer’s responses, including the following example from an officer who described the 
balance he tries to achieve when responding to calls and safety as part of that balance: 
…you know you try to balance the, the de-escalation with the safety and, and this 
was one of those times I think where de-escalation wasn’t workin’ at all, but I 
think to go and address the safety need of us, also was gonna escalate the 
situation. (Patrol) 
 
Police also use communication and other information to help them gauge and 
assess the situation when they are responding to calls. As has been discussed above, this 
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information and communication can come from various sources. In addition to having 
information to help with the assessment, having the ability to be adaptable and always 
being prepared helps when gauging at the scene. Holding these as a guiding framework 
can allow officers to be more open to cues they receive and what is happening in the 
moment. The description from one officer shows an example of the importance of 
remaining adaptable to what is happening in the moment: 
You can go into a noise complaint and then walk in there and it can be a raging 
domestic. You can get a call for uhm, ya know, a parking complaint and go inside 
and like…every call has like…complacency is what, what kills ya know? When 
you set your guard going into the calls thinkin’ ‘oh, this is nothin’, this is stupid, 
ya know noise complaint, that’s when somethin’ crazy’s gonna happen, ya know, 
you’re gonna get yourself, get yourself hurt. (Patrol) 
 
 Another area that helps police officers gauge and assess when responding to calls 
is having a familiarity with the individuals. Officers also use cues at the scene to help 
them gather more information about the situation in order to provide the best and most 
effective response. One officer provides an example more specifically of some of the 
cues that can be used at the scene: 
Quality of the home. All shades closed so they can’t see out and we can’t see in, 
this is a risk indicator. Open doors/not? How do they present, the woman looked 
great, the house was nice…child booster seat…she has grandkids. She was clearly 
able to sustain society. How people talk. How they present. Physical appearance 
of them, the car, yard, common indicators. Body language…you know if they’re 
going to come at you or not. The way they stand, if they get too close. (Patrol) 
 
In the moment when officers are gauging and assessing the situation, the individual 
perceived to have mental illness can also provide needed information. Officers use the 
behavior, language, dress, and appearance to help them gain a better understanding of the 
situation and how best to respond.  
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 Choices based on circumstances. When officers are responding to calls and have 
gathered as much information as they can, both before and while on scene, they use this 
information to make decisions about the best response. The choices the officers make not 
only take into consideration the information they have about the individual, they are also 
based on the current circumstances. One officer shared an example of how circumstances 
impact choices in the following quote: 
Now if there’s somethin’ that is really escalating out of control…mental health 
wise, where it’s really dangerous then you really have to start thinkin’ about other 
options of dealing with it where you might wanna really try to evacuate places 
and slow things down, get, get other people in there that might have to ya know, 
use some type of force or negotiate for a longer period of time. It…it’s 
circumstances that drive a lot of what we do and that’s a big thing that I’ve 
learned, vs. having a procedure set to follow, sometimes the circumstances mean 
you have to adapt, there’s huge adaptive challenges, uh, depending on the 
circumstances. (Lieutenant) 
 
One common circumstance is that choices must be made in the moment while things are 
happening quickly. These choices are also made in the midst of uncertainty pertaining to 
the situation, the individual, or available options. 
 When officers respond to any calls, including those involving individuals with 
mental illness, the scene often involves individuals of a heightened state that requires the 
officer to calm the individual down and try to bring about some level of control and 
stability at the scene. Officers described various de-escalation techniques they have used 
in situations. Sometimes if they have a prior experience with an individual they will 
remember what worked and use that again or use a standard approach. Other officers 
described responding to these types of calls and not knowing what might work and 
therefore needing to try various things. One officer shared an example of responding to a 
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call involving an individual with mental illness and ultimately letting him keep a personal 
belonging, that in another situation would likely not be allowed to happen, because it 
helped de-escalate the individual. “We let him keep his Bible because that was calming 
for him.” (Lieutenant). Another aspect that impacts the choices officers make in the 
moment is the available options, or lack thereof.  
 Decisions. When officers are responding to calls, they take the information they 
have gathered, weigh the choices, and then make a decision about the best way to 
respond. The decisions fall within four categories: arrest, use of force, divert, and peace-
keeping. Data for each will be presented here. 
 Arrest. Officers shared examples of when they would decide to use arrest when 
responding to calls involving individuals with mental illness. Although it is one decision 
officers sometimes must make, they generally prefer to use arrest as a last resort or 
because the circumstances of the situation require arrest. Other times, officers might 
decide to arrest an individual as a way to help them access other treatment or support. 
One detective shared an example of this when he said: 
…sometimes your only option that you’re, you’re left with is court intervention, 
whether that means that we have to seek a complaint or arrest them or summons 
or whatever we have to do to get them before the court to get some type of court, 
ya know, uh, court instituted or court implemented, uh, psychiatric evaluation or, 
or, help… (Detective) 
 
Divert. Diversion is another decision officers can make when responding to calls 
involving individuals with mental illness. Several officers described different ways in 
which they can divert individuals living with mental illness from the criminal justice 
system to mental health services. Officers described mental health professionals as being 
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more appropriate and better qualified to help individuals than they are. One officer 
described an experience with the mother of an individual living with mental illness who 
had concerns about sending her son to certain facilities and how they worked to divert her 
son by helping the mother understand there are other options: 
…so again, uhm, myself working in the ambulance industry and the second time 
my partner also worked in the ambulance industry as well so we both kind of 
knew…she would voice her concerns about a specific facility and why she didn’t 
want to go there and we were able to say uhm, ‘yeah, but he can go here’ like 
there’s other options ‘there’s other places you can go that are maybe better suited 
for what’s going on with him’ so we were able to kind of present mom with 
different options. (Patrol) 
 
 Use of force. If the decision to use force is made the type and amount of force to 
use is another decision that follows. The officers interviewed for this dissertation 
preferred not to use force but still have it as an option if necessary. The decision to use 
force and the type of force is based on many things including the circumstances and what 
is happening at the scene. An example of this can be seen in the following quote shared 
by a patrol officer who described responding to a call with one individual and the 
decision to use force: 
…but that being said she’s ya know, fighting us so you kind of have to protect 
yourself, she’s gotta go in handcuffs so she stops punching at you and it just…I, I 
don’t like doing that but it’s sometimes the way it has to be, so and to protect us, 
protect the EMTs that are…paramedics takin’ her to the hospital and protect them 
from getting hurt. (Patrol) 
 
 Peace-keeping. Officers recognize that peace-keeping is a large proportion of the 
work that they do and several officers described examples of how this peace-keeping role 
plays out when making decisions in how best to respond to individuals living with mental 
illness. One officer described peace-keeping by saying: “…and a lot of what we do is 
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not…it’s obviously not curing people, but it’s just putting people in touch with the right, 
uh, agencies and ya know, keeping the peace in town.”  (Assistant Chief).  
Gauging Crisis, Assessment, and Decision Making During Engagement: 
Family. At the moment of engagement and involvement of police officers and 
individuals with mental illness, families also must assess the situation and gauge the level 
of crisis in order to make decisions. Data from the small sample of families in this study 
can provide some insight into the family perspective. Uncertainty is a reality for many 
families of individuals with mental illness. Often families don’t know what to do or how 
to respond when their loved one is in crisis. An example of this can be seen in the 
following quote. This participant described having a sense of uncertainty and not 
knowing what to do or how best to respond, even before being in crisis situation: 
When I started making inquiries and sorting this out, I wasn’t in a crisis situation 
but if I had been…Some of the things we go over in the CCIT [Community Crisis 
Intervention Team] meetings is training your operators to not just turn people off 
with that one statement. People in my shoes don’t know if they’re in a crisis or 
not. Do they have to be actually using a knife and stabbing it into you? Or, the 
fact that they have it in their hand? (Parent) 
 
For some families, their assessment of the situation and their opinion about what 
their loved one needs or how best to respond, differs from others involved. This 
difference in opinion can be with mental health providers, other professionals, or the 
police. This difference of opinion is also present even among family members as 
described by one parent: “…but it took two years to convince my wife, so that is actually 
into the third year, that maybe he should be tested, to which he did get tested…” (Parent). 
 Some families try to be prepared for crisis situations by planning ahead whether 
that be steps to take or people to call. Even with plans in place, families still must also 
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rely on the current behavior and cues of their loved one to help them gauge and assess for 
crisis. This can help them in their decision-making process for how best to respond. One 
parent described a situation with her son and his behavior that indicated he was in a crisis 
situation. “…my son was on the bed comatose from burying a dead cat in his bureau 
drawer.” (Parent). At other times the individual’s behavior is angry or violent and this can 
lead family members to recognize a crisis situation.  
 Family members of individuals living with mental illness often use de-escalation 
techniques in an effort to intervene and try to help in crisis situations with their loved 
one. Families also use physical force at times when their loved one is in crisis and the 
decision to use force is based on an assessment of the situation. One parent explained the 
fear and worry about the potential use of force in the following example: 
My son was in so much trouble, he was in so much pain, so much anger, uhm, 
that I was afraid that he might escalate it to a physical level and it would be ugly 
with both of our martial arts training. It didn’t matter who won, it would be a lose-
lose for everybody no matter what happened. (Parent) 
 
Based on their assessment of the situation, families may determine they are not able to 
handle the situation on their own and will call for additional help to mental health 
providers or the crisis team. One parent described calling the crisis team for help and not 
getting help from them but being able to get help from the police. “We immediately 
called the Crisis Team and they still would not come and pink slip him. So, -- the police 
took the initiative to call an ambulance.” (Parent). At other times, families use the 
criminal justice system, the courts or reach out to police officers for help when faced with 
a crisis situation. During incidents with police and individuals with mental illness, 
families can be asked by the responding officers for their input in helping with the crisis 
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situation. There is much that happens leading up to incidents involving individuals with 
mental illness and police, both for the police and families. 
After responding to the call: Police. Once an officer has responded to a call and 
resolved the situation to be able to leave the scene, their role with that particular incident 
and individual is often not over. At times officers must transport the individuals after the 
initial response at the scene or refer these individuals to other services. Depending on the 
situation, officers may also be required to testify in court or have other court 
involvement. When officers leave the scene having responded to a call involving an 
individual with mental illness, they often describe knowing their involvement with that 
individual is not over and that they will be seeing them again. Seeing individuals again 
can be through follow-up or can also be through another incident or responding to 
another call. One officer described this in the following example: “…they’ll get 
psychiatrically evaluated and then they’ll be back on the street, we’ll be back dealin’ with 
‘em.” (Patrol). A few officers also specifically discussed responding to calls involving 
individuals with mental illness and mentioning that after the call they did not see the 
individual again. Sometimes the officers viewed this as being a good thing and 
potentially evidence of the individual receiving the help they were in need of. 
After the incident: Family. After incidents with the police and their loved one 
living with mental illness, family members are still involved and must manage the 
dynamics and aftermath of the crisis situation. Often there is continued court involvement 
that family members must deal with. Families may think about the situation and replay 
their actions or what they think they should have done. An example of this can be seen in 
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a quote by one parent who shared what she wished she had done during an incident in 
which the police responded to a situation with her daughter. “I wish I would have said 
something to them up front like ‘she’s heated, she’s bi-polar, she hasn’t taken 
medication.’…I probably could’ve set the stage differently…I could’ve diffused the 
situation.” (Parent). Some families find themselves in situations after involvement with 
the police, in which they must make choices that can have implications for their loved 
one. At times, parents deliberately and thoughtfully make choices they know go against 
the wishes of their loved one in order to do what the parents think is best for them.  
Research Question Three: Police and Family Perspectives 
The third research question is: What are similarities and differences in the 
perspectives of families and law enforcement officers surrounding police responses to 
individuals with mental illness, including the interaction between families and law 
enforcement? This section will first present data from police and family participants that 
relate to Durkheim’s collective consciousness (Durkheim, 1984) at a community level. 
This will be followed with data-driven codes specific to the small family sample of 
participants that answer the third research question. Police data not previously detailed 
will also be presented. Similarities and differences between families and police will be 
part of the following discussion chapter. 
Durkheim’s Collective Consciousness, Community 
 The community collective consciousness was used to code data from police and 
family participants. These data differ from the police collective consciousness presented 
above in that these data are specific to the community rather than the police department. 
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The community collective consciousness will be broken down and examples from 
participants will be presented of how best to handle and treat or interact with individuals 
living with mental illness. 
 Shared ideas, understanding, goals, and rules. At a community level, the 
collective consciousness includes shared ideas, understanding, goals, and rules that guide 
the best ways for individuals within the community to interact and behave. This also 
encompasses individuals living with mental illness and has an impact on community 
responses. One police officer described a belief that the larger community understands 
that these individuals are in need of help and that police respond in order to help. “I’m 
sure there’re many people who, uhm, who understand why we need to go to the calls and 
understand that these…ya know…lot of these people are really sick and there’s just 
nowhere for them to go.” (Patrol). One mother shared her experience of working with a 
community partnership to improve community responses to individuals with mental 
illness. She described the similarities and differences in attitudes and beliefs about how 
best to respond, even among officers in the same department:  
I recognize after working with this local CCIT program that even within the 
department there are some people on the same page and others on very different 
pages. Educating officers and getting them over the hump that people aren’t just 
belligerent that something upstairs is skipping a beat, something’s not right. To 
kill with kindness rather than just get the situation under control. A compassionate 
approach to anything is better than an aggressive one. An aggressive approach 
escalates it to such a higher level in their heads because their head doesn’t work 
right. (Parent) 
 
 Consequences for deviating from what is socially acceptable. With established 
rules and norms in society there are also punishments or consequences for deviating from 
what is socially acceptable. These punishments can be formal such as through the legal or 
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criminal justice systems. They can also be informal as described by one officer who 
shared an example of involvement with a family in the community that was apprehensive 
about potential consequences that might come if their loved one’s involvement with the 
police was listed in the newspaper:  
…’I don’t want people, my neighbors to know that I’m here.’ We had, we had an 
Alzheimer’s patient, I don’t know if he’s still alive…but he used to leave and the 
kids…I say kids, I think they were probably in their 50s ‘we don’t want this in the 
newspaper’, that’s your least of your worries. Nobody cares that you’re…ya know 
what I mean, the things that people worry about seem silly sometimes, their 
priorities. (Assistant Chief) 
 
 How the collective understanding is shared. This community collective 
consciousness is shared and passed to those in the community in various ways. It can be 
shared person-to-person or from one person to a group. One officer’s example describes 
efforts made to share ideas, beliefs, and knowledge from families to police officers: 
…what’ll also show up is strictly voluntary. Families can register and if you have 
someone in your home, living with a mental illness and say Asperger’s disease or 
Alzheimer’s uhm, ya know, triggers good things so the officer can on the way to 
the call can look at the computer in the vehicle and say ‘okay, I’m goin’ to a d…a 
call for a, ya know, somebody outta control but somebody in the home has 
Asperger’s… (Deputy Chief) 
 
The community collective consciousness can also be shared through having interactions 
with individuals throughout the community. An example of this is community policing. 
Police officers are out in the community and residents are able to share ideas and 
thoughts with police and police are able to share ideas and thoughts with residents. Ideas, 
insight, and understanding can also be shared in large collective groups. Several 
participants described efforts in their communities to bring together groups within the 
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community to find better ways to more collectively respond to individuals in crisis. One 
officer described this working relationship in the following quote: 
Well I think we have a good working relationship with, with the city and uh, ya 
know the…course the hospital that is within the city so that, ya know, our 
communication is, is pretty well. If we identify someone here who needs…in need 
of services we’ll notify uhm, uh, either…well we’ll notify community services 
who, who {specific officer name} is one of the officers that, that uh, ya know 
facilitates us getting in touch with services. The city will refer reports to him 
who’ll in return report them to the city ya know, have the city either get back in 
touch with us, tell us what’s available to us or, or reach out to that person 
themselves directly. (Captain) 
 
Another way the community collective consciousness and ideas can be shared is through 
the use of media. This can be on a local level such as in the newspaper or on a national 
level as one officer described. “Uhm…some kind of…mentally ill calls that go bad for 
police make national, international news…” (Patrol). 
Data Driven Family Codes 
 Data driven codes were used for interviews with the small sample of family 
participants. These codes help inform our understanding and provide greater depth to our 
knowledge of the family role in caring for a loved one with mental illness.  
 Family impact. Family participants shared personal insight into the impact caring 
for a child with mental illness has had on them. One parent explained the impact on him 
by sharing a recent experience of looking at an old picture taken prior to his son’s mental 
health issues and comparing that to the present: 
About a month ago I was home alone and I happened to look at the refrigerator 
and there was a picture of my daughter, my son and myself dressed up for 
Halloween. We were going out trick-or-treating. They were obviously much 
younger. I always, when they wanted to go trick-or-treating at the age that they 
could, uhm, I always dressed up to go with them and my wife preferred to stay 
home and just hand out candy, but I looked at this picture of the three of us, and 
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the contrast of that sweet, pure soul and how tortured he was now, just, I sat down 
and had a good 20-minute cry over it. The sadness just sort of came up and I let it, 
I let it run its course. (Parent) 
 
Another participant explained she sees a therapist and tries to take the difficulty one day 
at a time. “It’s not easy (as a mother), one day at a time. I’ve developed a way of dealing 
with all of this. I’m in therapy. It helps.” (Parent). The impact of caring for a loved one 
with mental illness goes beyond just the parents, extending also to other members of the 
family. One mother described the impact of having a child with mental illness has on 
other children. “I have a son and another daughter. My other daughter graduated from 
college. My son is going to prom tonight and plans to go to college. They love their sister 
but they’re embarrassed by her choices and behavior.” (Parent). 
 Family roles and goals. The family participants interviewed shared a variety of 
roles and goals they have in relation to their loved one with mental illness. 
 Being a parent. Being a parent and teaching their child desired and appropriate 
behaviors was one area described by parents as a role they have in relation to their child 
with mental illness. One father shared an example of being a parent and teaching his 
young son about interacting respectfully with his peers in the following quote: 
So we talked all the way home and I said…first of all, I was really proud of my 
son, that he didn’t use his martial arts because it was clear while they were hitting 
him and knocking him around, they weren’t really hurting him so he didn’t hurt 
anybody so I was really very pleased that, uhm, he got that primary lesson of the 
art that you don’t need to use it, uhm, and you don’t be a bully and don’t just start 
banging people because you can. And secondarily I said ‘ya know, that from my 
perspective the right thing to do was for him to Monday, apologize to the boy and 
say I should’ve known better than to make a fat joke. I was just trying to make 
you laugh. I didn’t, I had a terrible weekend, I’ve felt awful all weekend, I feel 
bad, I was just trying to make you laugh and I hurt your feelings and I feel about 
it’ and I said, ya know, most people can’t do that, even grown-ups. They would 
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say ‘what, you can’t’ take a joke? What the hell’ and be defensive and I said that 
you know, this is what I would suggest that you do. (Parent) 
 
Another mother described the lengths she goes to in order to care for and be a parent to 
her daughter: 
One night I tied a rope to the door and she broke door knob to get out. She’s my 
daughter, I’m not locking her out. I harbor a lot of responsibility because she was 
12 when we got divorced. I wanted them to stay in their house, I wanted them to 
be with their stuff and be in their school so they lived with their father. I still pay 
child support for the 3 kids so my son can still stay in their house. I make a lot of 
sacrifices to try to make it right. I do it because I love my kids. That’s what my 
life’s about. (Parent) 
 
 Doing what’s best and seeking help. The sample of parents interviewed described 
efforts they make and a desire they have of doing what is best for their loved one. This 
can be seen when parents seek resources, help, and options for their child. One parent 
described being proactive in trying to plan and find options before a crisis situation 
occurred: “I started to do some leg work on what do I do next.” (Parent). Other family 
participants described efforts to find resources and options for their loved one, including 
trying different medications, programs, resources, and ways to communicate. Parent 
participants also discussed being involved and active in the care of their loved one with 
mental illness, as well as being part of a team in providing that care, as another role they 
have. One participant specifically described working with a team on a treatment plan for 
her son in the following quote: 
She created a treatment plan that was agreed upon by ‘all’ of the above parties 
{Clinical Youth Specialist, Health Department, in the community}’s treatment 
plan was for 5-day dual-diagnosis treatment center, one AA [Alcoholics 
Anonymous] meeting a week, administering of meds 2 times a day by the VNA 
[Visiting Nurses Association] and looking into Mass Rehab and restitution of 20 
hours anywhere…{son} chose a vegetable farm in {neighboring community} and 
completed it. (Parent) 
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Sometimes these teams go beyond treatment for one individual such as with a 
collaborative team that works with the larger community to find better ways to respond in 
times of crisis.  
Safety and control. Some family members view a part of their role and a goal that 
they have of maintaining safety and control when their loved one is in crisis. One parent 
described an incident with his son prior to the police being called during which his son’s 
behavior was escalating. This parent described approaching his son and working to 
maneuver him away from others back to where they were staying. “So, I then came up 
behind him and physically started walking him back to our cottage…” (Parent). 
 History. The history family members have with their loved one influences the 
ways in which they manage and care for their family member. The history also shows the 
lengths many go to in order to help and care for their loved one. When discussing the 
history with their child, family participants described the duration and length of time they 
have been trying to care for their family member. One parent indicated she and her family 
had been dealing with his mental illness and trying to get help and services for over 20 
years. “The family has been dealing with all these agencies for more than 20 years now. 
My son was diagnosed his third year of college.” (Parent). Even before an official 
diagnosis, family members can recognize something is different and they try to get help. 
One avenue families use to try and obtain help and understanding for their loved one is 
from the schools and through testing.  
A few family participants discussed loss and trauma as part of their loved one’s 
history. Some of the challenges and difficulties their loved one faced were thought to 
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have been potentially impacted by loss or trauma. For some this loss was repeated over 
the life and for others the loss or trauma was the result of a single event. One parent 
discussed the trauma her daughter had experienced at an early age in the following 
example: “She was 16 when she was raped by a 32-year-old. He was only charged with 
serving alcohol to minors. She waited a week before she told anyone. She told her 
therapist.” (Parent). 
 Beyond the individual’s history, the family history can also have an impact on 
individuals living with mental illness and their behaviors which can subsequently 
influence the interactions between family members and these individuals. Some 
participants described a family history of mental illness. Others describe a family history 
of substance abuse as contributing to current behaviors and interactions. In addition to a 
family history of substance use, a history of and/or current substance use of the individual 
living with mental illness impacts their behavior and interactions with family members.  
 Having a history of hospitalizations was also something that family participants 
described as an aspect of managing and trying to care for their loved one with mental 
illness. These hospitalizations could be a one-time incident for some. For others, 
however, repeated hospitalizations peppered their history as one participant described her 
daughter’s experience with hospitalizations saying: “She was hospitalized at least 4-5 
times between the ages of 17 and 20.” (Parent).  
 Influence and environmental context. For the family participants interviewed, 
the environment and current context influenced their interactions and response to their 
loved one living with mental illness. Several parents discussed their child with mental 
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illness in the context of the larger family and made comparisons with their other children. 
This comparison often was accompanied by a sense of longing, loss, regret, or acceptance 
of the reality of life. An example of this can be seen in the following quote. “The idea is 
not to find a cure. She’s never going to be like my other daughters.” (Parent).  
 Other participants discussed the larger context of the systems related to their 
loved one with mental illness and the influence those systems have: 
But hospitals only hold for like 72 hours and then they’re back on the street again. 
We’re trying to work in this area with CCIT officers who get frustrated because 
there’s not connectivity between the police department and hospitalization to have 
input. The treaters and hospitals don’t reach out to get information from the police 
department so they’re making decisions without all the current information about 
the individual. HIPAA stops the family from sharing information unless they just 
go to the hospital and start talking to them and without information nothing gets 
accomplished. (Parent) 
 
Another participant shared that her daughter is not a citizen and the impact this could 
have for her. “{daughter} is not a citizen yet and now she might not be able to be one. 
Now that she developed the problem they send her back to a place [where] she doesn’t 
have a life.” (Parent).   
 Family resources. Family participants discussed resources they have available to 
them that have been helpful in caring for their loved one with mental illness. Resources 
participants described included support, relationships, or collaborations. One parent 
described reaching out to a grassroots advocacy group and finding support through them. 
“I went to the NAMI [National Alliance on Mental Illness] website, there are people 
there that would be great to help in this situation.” (Parent). For others, support was found 
through involvement with community groups and collaboratives as one participant 
described in the following quote. “In our location we do have a crisis center that you call 
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in and tell your tale. This is all part of working with CCIT with our police department and 
working with all the crisis centers.” (Parent). 
 Mental health professionals and medical providers were also seen by some as 
being a resource for families in caring for their loved one with mental illness. One parent 
shared the impact of the jail diversion program her son is involved with, in the following 
quote. “Regarding the program my son is participating in has been nothing short of a 
miracle in time to save him from going to jail.” (Parent). Other participants have used the 
hospital as a resource and although results may not be long lasting, the hospital does help 
bring some control to psychotic behavior as described in the following example. “They 
get him to the point where the psychotic behavior is under control and he is dischargeable 
and they simply discharge him.” (Parent). Additionally, a few family participants also 
described interactions and involvement of the police or dispatch in a way that speaks of 
them as a resource.  
 Barriers for families. While interviewing family participants about their 
experience of caring for a loved one with mental illness, several barriers were described 
that made it more difficult to access care and meet the needs of their loved one. Most 
family participants described experiencing a lack of help, resources, or services not being 
available when trying to care for their loved one with mental illness. One parent 
described the turnover of providers at agencies as a barrier for accessing and obtaining 
adequate help and services: 
Those places are weird. There’s a lot of turnover. Someone goes away and then 
there’s a new one…. I think our system is not ready for people like her. We are 
not getting places fast enough. I’m sure that if she’d had help, even at the hospital 
in {city in another state} she’d get help. (Parent) 
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Some perceived agencies and providers as being unwilling to help and others described a 
lack of competence among agencies and providers 
A few participants discussed a lack of understanding or clarity as being a barrier 
when trying to access care for their loved one with mental illness. For example, one 
mother described a call with a psychiatrist regarding her son and the psychiatrist using 
terminology she did not understand. “I got a call from the psychiatrist asking if my son 
had ever had a psychotic break? What is a psychotic break?” (Parent). For others, this 
lack of clarity and understanding was between other family members including a spouse.  
A final barrier described by family participants that impacts their ability to meet 
the needs of and care for their loved one, is the individual with mental illness themselves. 
Some individuals don’t want help and refuse to engage in treatment as one parent 
described his son stating: “…the psychiatrist said that he’d never met a more help 
resistant patient and that he never dented my son, never got through to him, never felt like 
he saw anything.” (Parent). Some participants saw the characteristics of their loved one 
as being a barrier for them to access help. For some individuals, there is a lack of 
confidence in themselves while others may be lazy, lie, or have other self-destructive 
behaviors. Whether individuals with mental illness were resisting help and treatment or 
had negative characteristics and behaviors, these aspects of their loved ones were seen as 
barriers for parents when trying to care for them. 
 Perception of individual living with mental illness. While sharing their 
experience of caring for a loved one with mental illness, family participants described 
various perceptions they have of the individual living with mental illness. These 
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perceptions can frame and impact the ways in which they care for and interact with their 
loved one. Some of the perceptions from parents were positive, for example, their child 
was bright or did well academically. Other parents described their child as being athletic, 
a good writer, having potential, kind, compassionate, or happy as one mother describes in 
the following example. “He’s the kind of person that he was always happy, always 
upbeat, even into his teenage years. You’d come in the back door and he’d jump out, just 
because he hadn’t seen you all day.” (Parent). 
Other parents described their child as being not easily trusting of others. 
“{Clinical Youth Specialist, Health Department, in the community} had to win {son}’s 
trust which is not easy for a mentally ill person.” (Parent). Some described their child as 
not being motivated or making excuses and others shared examples of their child not 
having focus or being defensive or violent and many described their child as being 
unhappy, in pain and self-medicating, and/or generally not taking care of themselves as 
one mother shared: “She’s not taking care of herself.” (Parent). 
Family perception of police. In addition to describing perceptions they had of 
their loved one with mental illness, participants also shared perceptions they have of the 
police. Some participants had a negative perception of police officers. This could include 
that they felt the police officers had an agenda, don’t listen, or were on a power trip when 
responding to calls involving individuals with mental illness. One mother described the 
interaction she and her daughter had with police when her daughter’s behavior was 
elevated and police were called to respond. “I don’t expect police to put them in harm’s 
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way but asking me. They didn’t give me an opportunity. They were already pissed and 
heated and they felt they just continued on.” (Parent). 
Several participants described incidents with the police or the police in general 
and had a positive perception of police officers. These could include that police officers 
were kind, sympathetic, patient, calm, professional, used discretion in their interactions 
with the loved one, or even gave them a choice in how the police should respond. One 
father reached out to police for help when his son was in crisis. The police responded and 
were helpful as described by the father who stated: “I was very impressed, uhm, how 
professional and calm and actually sympathetic both to my son’s situation and to me.” 
(Parent).  Some parents explained that the approach police take when responding to calls 
involving individuals with mental illness, can make a difference and others felt that the 
police can be a catalyst in helping obtain services for their loved one as one parent 
described: “So, the police took the initiative to call an ambulance. So, without the 
police’s intervention, again no help would have come.” (Parent).  
In addition to the negative and positive perceptions of police described above, 
some families felt that education of police officers was important for improving police 
responses to individuals with mental illness. Others described the history police have 
with these individuals as important for influencing future interactions, and still others felt 
there needed to be more clarity in the role for police officers in relation to individuals 
with mental illness. “I think there needs to be clarity in terms of what law enforcement 
can do.” (Parent). 
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 Police perception of family members. In addition to family members describing 
perceptions they have of their loved one with mental illness and police officers, officers 
described aspects of their perception of family members. Police participants viewed 
family members as being good at recognizing signs and cues from their loved one with 
mental illness. Recognizing the signs their loved one is in crisis and needs help is useful 
in helping families to reach out for services as well as sharing this information with other 
service providers and responders, especially because families are often the first ones to 
see the signs. Officers also shared examples of interactions they have had with family 
members of individuals with mental illness, who have not recognized that their loved one 
was in need of help. One officer explained that some families may be in denial that their 
loved one is in need of help as seen in the following example. “Some are still in 
denial…” (Lieutenant). 
As one of the first to recognize cues of crisis for their loved one, families can be 
instrumental in reaching out for help, including initiating the call to the police. 
“Sometimes the family member is the reporting party.” (Sergeant). Other officers 
described family members as being helpful and working with them and supporting them 
in their role as police officer. One important way in which families can be helpful, is by 
providing information. Some officers see family members as being able to speak 
explicitly with them on the scene and provide information about the situation and 
specifics about their loved one, or even helping with de-escalating an individual and 
having a calming influence: 
Sometimes, depending on, uhm, the illness, they can be very calming to the 
person, ya know? Having that familiar face and not draggin’ ‘em out in an 
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ambulance and sendin’ ‘em to the hospital for someone who has a severe mental 
illness, that can be horrifying ya know? (Patrol) 
 
In addition to reaching out to police for help, families also seek out help from other 
professionals when their loved one is in crisis. One officer shared an example of family 
members reaching out for help from the police to get their loved one to the hospital for 
help from professionals. “We respond there he’s violently out of control and the parents 
are afraid and they want us to get him to the hospital.” (Patrol). Another officer shared his 
perception of family members as going to great lengths for their loved one in order to get 
them help. “We, we’ve dealt with some people where the parents are just, they’re saints. I 
mean they absolutely will go to any length to help their kid.” (Deputy Chief). Some 
participants also felt that families wanted to help but just didn’t know how or where to go 
for that help. “Families, uhm, often don’t know or don’t have any place to turn other than 
us.” (Chief). 
When discussing their interactions with individuals living with mental illness, and 
their involvement with the individual’s family, a few police participants shared their 
thoughts about some families having given up on their loved one with mental illness. One 
officer explained this through an example with one family who had done so much for so 
long that they had just reached their limit and gave up on their loved one: “But I think the 
family had given up and ‘cause they were ju…they’d had it.” (Chief).  
 Although not directly a perception of family members from the police 
perspective, while discussing their interactions with families, a few police officers shared 
examples of giving family members a voice in how best to respond to their loved one. 
One officer described his perception of family members as being an important part of the 
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interaction. “I try to treat them with the upmost respect and courtesy. Uhm, and they’re 
like a person that matters and their input into whatever goes on is important.” (Patrol). 
Another officer shared an example of an interaction with a mother and how his response 
can change based on giving families some choice:  
Yeah, I mean if…if this mother had said ‘ya know, I just, I just want him back, ya 
know, he had a rough day. We’re gonna get him back on his meds’. I have no 
problem givin’ him a ride home, ya know, givin’ him a ride or if his mother 
comes to pick him up and get him back home… (Patrol) 
 
Conclusion 
This chapter has presented results from police and family participants that answer 
the three research questions pertaining to police responses to individuals living with 
mental illness. Data were used to describe elements that impact police responses, 
including the collective consciousness of police within a department as well as the 
bureaucratic structure of that department, and how they influence and constrain police 
responses to individuals with mental illness. In addition, there are personal and 
professional influences, police roles and current and historical context that have an 
impact on the ways in which police respond to calls, including calls involving individuals 
with mental illness. Officers must perform the responsibilities and duties of their job with 
all of these influences, as well as in an environment peppered with resources that are 
helpful when available and barriers and constraints that limit options and outcomes. All 
of these pieces enrich our understanding of the complex phenomenon of police responses 
to individuals with mental illness. This chapter also presented data from participants that 
described the moment of engagement when police respond to these calls. Data from 
interviews described what happens at the moment of engagement, before, during, and 
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after. Data detailing the use of power at these moments was also presented. This chapter 
concluded with open-coding of data from family participants as well as additional data 
from police participants to better set the context of police responses to individuals with 
mental illness from both the police and family perspectives. The next chapter will present 
a discussion of the data including similarities and differences among police and families. 
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Chapter Five: Discussion 
 To better understand the phenomenon of police responses to individuals with 
mental illness, the results from the previous chapter will be discussed here. The 
intersection between police and individuals living with mental illness was found to be 
complex. The results show that police are impacted by multiple aspects including 
personal, department, community, and systemic influences. Officers also gauge and 
assess at the scene and make decisions, including the use of power, based on what is 
happening in the moment as well as the multiple influences. This enriches our knowledge 
of police responses with a more holistic understanding of the multiple influences and the 
role of power in these responses. The discussion will link the results of this study to 
current literature in the field. This chapter will be broken down into five main sections: a 
discussion of the police experience; the family experience, similarities and differences 
between the two, the role of power; and limitations of this study. 
Police Experience 
 As first responders in our communities and because of their roles and 
responsibilities, police must respond to calls involving individuals with mental illness 
when they are in crisis. Although there is some existing literature on officer responses to 
individuals living with mental illness including arrests (e.g., Clark et al., 1999; Morabito, 
2007), use of force (Johnson 2011; Paoline & Terrill, 2007), diversion (e.g., Alarid, et al., 
2011; Bonkiewicz et al., 2014; Canada et al., 2012),  peace keeping (Green, 1997; Wells 
& Schafer, 2006), and training (e.g., Morabito et al., 2012; Weaver et al., 2013), there is a 
gap in our understanding of the broader context and police perspective of responding to 
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these calls. Much of the literature focuses on police decisions, targeting single 
components. This study extends our understanding by using police and family 
perspectives to broaden the context in which police responses to individuals living with 
mental illness are made, highlighting multiple influences, including the role of power, in 
these responses. This section will discuss the data presented in the results chapter in order 
to formulate a more complete picture of the range of police experience in responding to 
calls involving individuals with mental illness.  
Personal and Professional Influences  
There is a complexity to the police officer that is difficult to disentangle and 
therefore trying to break down the different aspects of what impacts police responses to 
individuals with mental illness is a challenge. The personal and professional influences 
bring a unique outlook to our understanding. 
Desire to help. Many of the officers I spoke with shared examples that 
demonstrated they had a desire to help those they served or came into contact with. This 
desire to help and provide service can become an overarching impetus and driving force 
when responding to calls. These officers may be more inclined to think about the 
individuals they are responding to in a compassionate or empathetic manner and therefore 
be more likely to go beyond routine aspects of the job. These officers may also take time 
to listen to the individuals involved and find ways to help them resolve the current 
situation or access resources that might allow for more permanent solutions.  
Officers who take time to listen to individuals on the scene may hear concerns 
that would not otherwise arise to the surface. This can provide information and cues 
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allowing the officer to connect individuals to more targeted resources or services. More 
targeted and permanent resources can benefit individuals as well as police officers who 
may have fewer repeat calls and therefore be able to free up resources for others in their 
community. One officer described his approach to helping by saying: “I won’t just do the 
bare minimum and walk away. If you don’t do the most you can for the person today, 
then they will be a repeat call.” (Patrol). The repeated expression of a desire to help from 
participants in this study gives insight into a driving force behind their responses. This 
may ultimately be harnessed for the larger police population to impact responses across 
the board, not just with individuals living with mental illness.  
This desire to help is also an area that can be socialized or taught in the collective 
within the police department. Beginning with the message officers receive in the 
academy and in their respective departments (e.g., Maanen, 1973; White, 2010), officers 
can be encouraged and shown that having a desire to help is important and subsequently 
internalized. Additionally, finding ways to “reward” and promote officers that includes 
how they respond to individuals, or responses that are more compassionate, may also 
help to promote this type of internalized behavior. However, even though all officers may 
receive the same message within the department, it should be remembered that there can 
still be variation across shifts or even on the individual level. (e.g., Ingram et al., 2013). 
Patient and calm. Two other important personal characteristics that impact the 
responses for officers are being patient and calm. Officers who have the ability to take a 
little more time and be patient with individuals in crisis, may be able to slow things down 
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enough to get more useful information and thereby change the response. One lieutenant 
described responding to some mental health calls by saying:  
…things can happen fast and that’s one of the things with mental, with mental 
health responses that was alarming to me was, these things are happening quick, 
they’re happening fast, guys are goin’, somebody’s got a knife, they don’t know if 
it’s the person who works there or the person with the knife? (Lieutenant) 
 
Having information allows officers to make more informed and thoughtful choices for the 
best possible outcome given the situation and circumstances. As officers have described, 
they are frequently responding to calls for individuals in crisis. These situations can 
happen fast with a lot going on in the moment and officers may want to resolve the 
situation quickly because of bystanders in the area or because of other calls they need to 
respond to. The situation may be heated and one of their roles includes de-escalation. As 
such, being patient as well as accessing ways to calm individuals involved, can help 
police maintain safety and control, ultimately impacting police responses to individuals 
with mental illness. 
Experience. The experience officers have can influence their responses (e.g., 
Bittner, 1967; Paoline & Terrill, 2007, Watson et al., 2014), including experience with 
individuals living with mental illness. This experience can come from having a personal 
connection such as a family member or through experience gained while on the job. 
Having repeated experience with individuals living with mental illness allows officers to 
improve their responses by giving them a wider range with different individuals in 
various situations, allowing for a broader experience from which to draw. Furthermore, if 
an officer has a particular assignment or specialization that increases their interactions 
with individuals living with mental illness, or participates in additional trainings specific 
153 
 
to these types of calls, this will also increase their experience (Cronin, personal 
communication, 2016). Officers respond to individuals with mental illness based on what 
they have previously experienced as one patrol officer described: “…the more years you 
have on the job the more, uh, clusters you respond to, the more you get a sense of 
comfort in chaos.” (Patrol). Therefore, finding ways to encourage and foster better 
experiences between police and these individuals, as well as working to strengthen a 
positive and compassionate perception will help to facilitate successful responses to calls 
involving individuals with mental illness.  
 Perception of person with mental illness. The perception officers have of the 
individuals they respond to influences how they will respond. Police officers are trained 
in the academy, field training, in-service, and additional trainings they may attend, to 
assess the situation and do what is necessary to bring and maintain safety. This is 
important when considering calls involving individuals living with mental illness as some 
literature has shown that these individuals are more likely to exhibit behaviors such as 
violence or having a weapon that would require a greater use of force (e.g., Johnson, 
2011) to achieve safety. Additionally, as shown in this dissertation, the perception the 
officer has of the individuals involved impacts their responses. For example, if an officer 
has the perception, whether based on previous experience or details of the current 
situation, that the individual involved is living with a mental illness and the officer holds 
the perception generally that these individuals are unpredictable, volatile, or more 
dangerous, they will respond and enter the scene at a heightened level with their own 
behavior in order to meet the anticipated behavior of the individual.  
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If, on the other hand, the officer perceives or is informed that the individual 
involved is living with a mental illness and they generally perceive individuals living 
with mental illness are no different from others in their community or that these 
individuals are in need of help or just having a difficult time right now, they will enter a 
scene holding these perceptions more in the forefront of their mind and react to the scene 
with that as a guiding framework. This can be seen in the following quote from a 
Lieutenant who said: “…the way I look at it is if you have to call the police you’re callin’ 
them on like one of the worst days of your life…usually somethin’ bad’s goin’ on and 
that’s why we’re called.” (Patrol). 
Once immediate scene safety is achieved, officers can then focus on their other 
roles and meeting the needs of the individuals involved. Even if it is not known explicitly 
how officers perceive individuals living with mental illness, the perception can be 
targeted in order to improve the perception of these individuals through trainings and 
experience. Additionally, officers sharing with one another what they have learned or 
experiences they have had can help to change the perception of these individuals through 
the collective sharing of information within the department. 
Department Influences 
 In addition to personal and professional influences, the police department brings 
another layer of influence that impacts how police officers respond to calls involving 
individuals living with mental illness. The department level influences are based on the 
bureaucracy and civil servant data presented in the results chapter. These influences can 
aid officers in their role as well as be a barrier. 
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Structure and roles. Some influences on police responses come from the way in 
which the police department is organized with its hierarchical nature and supervision 
from the top down (e.g., Brehm & Gates, 1993; Cancino & Enriquez, 2004; Maanen, 
1973; Maynard-Moody & Musheno, 2000; Wilkins & Williams, 2008). This structure 
imposes the order and flow of training, reports, communication, as well as promotion and 
punishment for not adhering to the rules. The chief sets the tone for the department and is 
ultimately responsible for everything within that department. In order to manage the 
responsibilities and individuals, those directly below the chief are responsible for others 
directly below them and so forth. Information often flows down through the hierarchy as 
well as back up through that same chain of command. This allows for order and control 
and a way to monitor and ensure the necessary work is getting done and in the proper 
way.  
 Based on what we know of police officers and their responsibilities (e.g., Wilkins 
& Williams, 2008) as well as data from this dissertation, in which police officers 
repeatedly mentioned various aspects, safety might be argued to be their top priority or 
role. This guides all interactions and everything else takes a backseat as one officer 
stated: “As long as there’s the scene and officer safety is in place and other people are 
safe, okay when that’s…when that stuff’s in question we have to take action…” (Patrol). 
While the structure and the roles of the police department can provide a methodical and 
ordered way of managing groups of individuals with shared goals and common purpose, 
they can also constrain officers in their individual decision making and keep them from 
thinking which might lead to finding better ways of assessing and responding to calls. 
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Finding the balance between the structure and encouraging thinking beyond the routine 
can help find better solutions to challenges faced by police and police departments. 
Training. Training has been shown to impact the response of officers (e.g., 
Morabito et al., 2012; Weaver et al., 2013). Officers must rely on their abilities to gauge 
and assess while things are happening in the moment, drawing on training they have 
received. This training is adapted and used to make and maintain safety for all involved. 
All police officers have training at the police academy before they begin working in their 
communities. As was seen in the data from police participants, the amount and depth of 
this training, specific to individuals with mental illness, can vary. In 2014, the Municipal 
Police Training Committee (MPTC) in Massachusetts, in conjunction with the National 
Alliance on Mental Illness (NAMI) Massachusetts, and the Massachusetts Department of 
Mental Health (DMH) developed a new mental health curriculum for all of their new 
police recruits. This 12-hour curriculum replaced the previous four-hour training recruits 
received in the academy. This new training is co-taught by certified police and mental 
health clinician teams (NAMI, 2016). While this improved training provides a greater 
depth of knowledge and skill for new officers specific to mental health related calls, it is 
relatively new, therefore, only the newest officers have participated in it. Additional 
training for officers through in-service or other trainings is important in order to provide 
them with access to information and resources to help them make the most of their 
responses to individuals with mental illness.  
Officers felt training is an important area. Many felt there was not enough training 
and others would like more training specific to mental health calls. Beyond the academy 
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training, officers receive field training in their respective communities. Any specific field 
training to mental health depends on the types of calls that come in the areas new officers 
are working. Beyond academy and field training, funding is limited because of financial 
barriers including the cost of the training itself. Additionally, the officer gets paid for 
attending the training and the department must also pay to cover that officer’s shift while 
away at the training.  
 Training provides a foundation and a base level of knowledge and skill for 
officers. Without adequate training, they are constrained to respond to calls based on 
other influences including previous experience, examples from other officers, and the 
police and protocol within their department. These options alone may not allow for the 
knowledge, skill, and flexibility to better respond to the needs of the situation. A captain 
shared his experience with an individual on a bridge threatening to commit suicide: “I’m 
reaching my memory, ‘have I ever been trained anything of what to do when someone’s 
actively like able to kill themselves at that moment…” (Captain).  
While it is not being argued that police should be trained to be mental health 
clinicians, having a base knowledge and skill in this area will allow officers to draw on 
their training to more effectively recognize cues and behaviors that may indicate an 
individual is struggling with a mental health issue. This could help to de-escalate the 
situation and bring about scene safety which is a key in the role of police officers. This 
would also allow officers to respond in a way that maximizes effectiveness with as little 
use of force as possible. Training is essential and finding avenues and partnerships to 
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advocate for more specific training can help police and departments when responding to 
calls involving individuals with mental illness.  
 Information. Officers repeatedly brought up the importance of information when 
responding to calls. Information about the scene, the individuals involved, prior history, 
what may help calm individuals, or even what may trigger or agitate someone, were 
described by officers as being valuable when responding to calls. Information can help 
officers respond more effectively and prepare themselves prior to arriving on the scene. 
Having information before arriving on scene can free officers to respond more quickly 
rather than using a larger proportion of time upfront to gauge, assess, and collect 
information. Even when officers are armed with information, they still must remain alert 
and aware because things are happening so quickly and can change in a moment.  
 Collaboration and information sharing has been shown to be important both in the 
literature (e.g., Alarid et al., 2001) as well as the data of this study, in influencing police 
responses. One patrol officer described the help that comes from information from 
families by saying: “So any information pertaining to the illness that the family can 
provide is always great and it just kind of gives you a…a better idea of what’s going on 
or how long it’s been going on.” (Patrol). Without information officers rely solely on 
responding to calls using the training they have had, previous experiences, and the 
polices and protocol of their department, all which guide their default or more automatic 
responses.  Finding ways to collaborate with families and providers to improve 
communication and information sharing can benefit officers in their responses which can 
ultimately benefit individuals living with mental illness. 
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Community Influences 
 The community in which police departments and officers are situated also have an 
influence on police responses to individuals with mental illness and this has also been 
seen in existing literature (e.g., Skubby et al., 2013; Suiter & Heflinger, 2011). This 
influence can be both beneficial in helping officers provide better responses and may also 
constrain officers in how they are able to respond.  
 Groups and collaboration. Some participants discussed collaborative groups 
they are part of or that are in their communities. Officers who have collaborations and/or 
participate in collective groups, discussed the benefits of these types of organizations. 
Groups of individuals coming together across different agencies and organizations 
provides a valuable resource for everyone to collectively work together on common goals 
and address issues that impact the community beyond a single agency or organization. 
Families and individuals involved with police are not connected to them in isolation and 
can be involved with other groups, organizations, schools, and community events and 
services. One sergeant described the collaborative group in his community saying: “…we 
talk about individuals that we deal with every day…and we’re getting the names out to 
the providers and then they’ll discuss folks that they’re concerned about.” (Sergeant). 
Strengthening working relationships and common goals allows the opportunity to have 
different ideas and broader perspective for the individual or situation, and generate more 
meaningful solutions. 
 Additionally, working together as a group can strengthen relationships among 
agencies and organizations, opening pathways to communication that can be drawn on in 
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crisis situations. Without partnerships and collaborations, officers are constrained to 
respond to calls using their own limited resources. As has been discussed above, this can 
include the limited training they have had and the policies and procedures in place within 
the department. The structure and nature of the police departments can be strategically 
used to support participation or development of collaborative groups. By understanding 
there is a hierarchical structure and tapping into that, officers within the department who 
are in a leadership position can use that role to participate in and/or support the 
participation of others, thereby building relationships that will impact responses for 
officers, individuals, and families within the community. 
Resources. In conjunction with collaborative groups, the resources available to 
officers within the community can have an impact on the ways in which they respond to 
calls. The resources available to individuals and families can make a difference by 
providing another layer of support to help manage mental illness and put plans in place 
prior to a crisis when police may be called to respond. Resources in the community also 
make a difference in options for individuals and families when the police are involved. If 
police officers know about programs and services they can make referrals, offer 
suggestions, or help connect individuals and families to these resources.  
In order for officers to be able to make connections and help people access 
services, they must know what options and programs are available. Without relationships 
from collaborative groups or knowledge of available resources, police are left with the 
options they have traditionally used including the criminal justice system and emergency 
departments. Having options allows officers more freedom in discretion when making 
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decisions about the best way to respond. Options allow officers to gauge and assess the 
situation and tap into resources that may help to solve the issue more long-term, better 
meeting the needs of individuals rather than funneling them to the hospital or arresting 
them and using the criminal justice system. One patrol officer described the options that 
come when working with professionals by saying: “…when the professionals are on 
board we have options.” (Patrol). 
When officers are aware of resources and make efforts to connect individuals or 
families to these programs or services, the officers will be influenced in future calls based 
on the response and experiences they have had in the past. If officers have a good rapport 
or relationships with programs and agencies within the community, they will be more 
inclined to reach out and put individuals or families in contact. If, on the other hand, the 
officer or others within the department have made attempts to connect individuals to 
resources and programs or agencies are unresponsive, dismissive, or unhelpful, officers 
will be less inclined to reach out, thereby limiting the options at times of crisis.  
Providers and partners. Collaborative groups and having resources available in 
the community are very important and they build on each other. In addition to these two 
aspects, there is a critical element that must also be in place for them to work effectively: 
providers and partners (e.g. Alarid et al., 2011; Ritter et al., 2011; Vinton & Wilke, 
2014). Having knowledge of available resources can go a long way in providing options 
when officers respond to calls. However, without key individuals that these officers can 
connect with and reach out to, having a group or available resources has very little 
effectiveness. Because officers learn from each other, using the relationships and sharing 
162 
 
experiences within the department can help convey the message that certain providers or 
partners are a resource. One officer shared an example of how the officers in a 
department learn for one another: “…and then they see it and other guys go ‘hey, wait a 
minute, that worked pretty cool’ ya know?” (Patrol). This can also work in reverse. If the 
word gets around that a particular provider is not helpful, officers will share that 
information with each other and will stop using or attempting to use them. Finding ways 
to strengthen relationships between police and individuals within agencies and 
organizations can go a long way in building partnerships and providing resources to 
individuals and families when police are responding to calls involving mental illness.  
Community view of police. Although data were not collected specifically for this 
dissertation on the community view of police, this is another aspect of the community 
that was shown to influence police responses to individuals with mental illness and 
therefore will be discussed briefly here. The small sample of family participants and 
some police participants provided insight into the view that the community has of police 
officers and their role. The community can support the police. Other times the 
community may not be supportive or even really understand the police role as one deputy 
chief described his community: “…they don’t even understand the, the frequency and the 
number of incidents that we deal with.” (Deputy Chief). As has been discussed, the role 
of police, including their duties and responsibilities, is sanctioned by the community. The 
community must ultimately support and back the police as the arm of law enforcement 
used. If the community has an unfavorable view of police, how they are responding, what 
their role is and/or should be, this will impact the legitimacy of the police and how they 
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do their job. More specifically to calls involving individuals living with mental illness, if 
the community does not see the value or necessity of police responding to these types of 
calls, they will be less inclined to offer support for the police or other resources and 
options. Along a similar vein, if people within the community, including family members 
of individuals living with mental illness, have had a negative experience with the police 
when responding to these types of calls, these individuals can have strong reactions and 
influence others in the community. Working together to ensure police responses to 
individuals with mental illness, and all calls for that matter, are appropriate and as 
effective and respectful as possible, can be an instrumental means of bringing about 
change.  
Systemic Influences 
 When responding to calls involving individuals with mental illness, police do not 
operate in isolation. As has been discussed above, they are influenced in their responses 
by personal and professional aspects, different components of the police department, as 
well as various influences on the community level. In addition to the influence these 
pieces have in how officers respond to calls, the data also revealed the larger systemic 
environment of our society plays a role.  
 Deinstitutionalization. Although the point in time known as 
deinstitutionalization took place more than half a century ago, this is still a defining 
juncture that changed the ways in which we as society care for individuals living with 
mental illness. Rather than being placed in large psychiatric institutions, individuals who 
live with mental illness are now more present in our communities. As such, they more 
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often come into contact with police than they might otherwise (e.g., Lamb et al., 2002; 
Mechanic, 1989; Torrey, 1997). Some of the police officers interviewed connect 
deinstitutionalization with an increase in the number of mental health calls, or a lack of 
options or services as one deputy chief explained: “Those places like that aren’t there 
anymore…and they’re trying to put them in more community based types of 
environments…it seems that that might’ve attributed to it.” (Deputy Chief). Police 
perceive they have a greater responsibility to be first responders for those in our 
communities, including those living with mental illness. Because there are limited 
resources and options for individuals living with mental illness to obtain treatment and 
support, the likelihood of these individuals being in the community when experiencing a 
crisis is increased, therefore there is a greater likelihood that there will be involvement 
with police who are called to be first responders. 
 Large psychiatric hospitals were not working well for many reasons, however, the 
plan to provide services for individuals in our communities rather than in large 
psychiatric hospitals fell short leaving many individuals without adequate care (e.g., 
LaFond & Durham, 1992). This has placed an increased burden on families and law 
enforcement officers to try and meet the needs of individuals living with mental illness. 
Deinstitutionalization is an aspect that must be considered when thinking about police 
responses to individuals living with mental illness because it is the underlying foundation 
of where our society is presently situated. This fact not only impacts individuals living 
with mental illness and their families, it also directly impacts police officers and their role 
in responding to calls.   
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 Policies between agencies. Irrespective of all of the great intentions of police 
officers or those who work at agencies or hospitals in the community, there are systemic 
aspects that influence police response to individuals living with mental illness. The data 
show that often times officers have their hands tied in making more supportive or helpful 
response to individuals because of bureaucratic policies that are in place. This can be 
clearly seen in the quote from one deputy chief when describing an incident with an 
individual: “…took him to the emergency room to section him but the {community 
mental health center} would not, would not interview him because he wasn’t bailed yet 
and we can’t bail him because he’s on a default warrant…” (Deputy Chief). This excerpt 
shows the conflict in policies between agencies and organizations that influence how 
officers can respond and ultimately the help or services the individual living with mental 
illness is able to access.  
 Connecting back to the community influence of providers and services, if there 
are more collaborative approaches and organizations can work together, the individuals 
living with mental illness can be better served and perhaps have more lasting care and 
treatment that would ultimately be more effective. Even if police officers or family 
members have a desire to help individuals access care, little can be done if policies and 
procedures between agencies and organizations constrict access. Although policies and 
procedures become ingrained and may over time take on a life of their own, they can be 
addressed and changed. Agencies, organizations, groups, and providers need to be made 
aware of the good policies they have and take time to honestly think about the impact 
those policies have for those they profess to serve. Having conversations and working 
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together can help agencies and organizations find solutions that can be beneficial to those 
involved. 
 Number of calls. Regardless of the reason, police officers have seen an increase 
in the number of mental health related calls and requests for services and therefore an 
increased burden on police and police departments. Some participants saw it as stemming 
from the lack of services available due to decreased funding. Others attributed it to an 
increase in diagnoses or the socially acceptable view of talking about mental illness and 
getting help.  It could be argued that an increase in the number of calls means officers 
have an opportunity to help more individuals and provide more points of contact with 
repeat calls. This may allow individuals living with mental illness to reach out to 
someone who is “safe” or who cares for them and wants to help them. Some officers and 
departments have relationships with providers, services, and even the criminal justice 
system allowing them more options and resources to draw on when responding to the 
increasing number of mental health calls.   
 Unfortunately, there are still not enough services in place to help individuals 
living with mental illness. An increase in the number of calls to police in times of crisis, 
especially when there are not adequate resources available for police to connect 
individuals to, places an undue burden on police. An example of this is given by one 
chief who described his department’s experience with one individual saying: 
…[W]e went to this particular woman’s house, 56…57 times. We finally were 
able to get her some, we believe, more robust help and we’ve reduced those calls 
to, ya know 17, 18 calls this year. …I mean 80% of the calls we go on are repeat 
calls…it makes a huge difference when we can cut back… (Chief) 
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When services and funding are cut in the community, often the increased burden falls on 
police officers because of the role they have. Police are the frontline first responders in 
our communities, they cannot choose to not respond. With increased police contact for 
individuals and families in our communities there is also an increased potential for 
negative experiences if police are not adequately trained or supported in this role. If 
police are going to continue to be expected to be the first line and frontline mental health 
workers, they must have support and training in order to adequately respond to mental 
health calls. This ultimately is better for the individuals living with mental illness, for our 
communities, and for the police. 
Overall Snapshot 
 When responding to calls involving individuals with mental illness, police bring 
with them the culmination of the influences just described: personal and professional, 
department, community, and systemic. To these pieces are then added the particulars of 
the call. Prior to arriving on scene, officers are given as much information as possible 
from dispatch. This may be little more than an address and an initial report or reason for 
the call. If officers have the luxury of being in possession of more information, this can 
also come from dispatch. There may be a history with the individual(s) or a particular 
address that is kept on record. At times dispatch is able to obtain more detailed 
information from the reporting party, perhaps even detailed information about the history, 
mental illness, triggers, or other general information to assist in the response. Additional 
information can also come via other officers who may have responded to prior calls at the 
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location or with the individual. The responding officer may also have a history that 
provides more information prior to responding. 
 No matter how much information is known before responding, assessment of the 
scene begins as officers make their approach and continues as they arrive. Officers are 
trained to look for cues and always be aware. They begin by looking for information and 
signs from the building or homes for any visible cues that might provide information 
about what is going on. They also use the behavior, dress, and language of the individuals 
on the scene to further inform them of what the situation is. They also rely heavily on 
their training, whether in the academy, during field training, in-service, on the job, or any 
other trainings they have participated in. This training is adapted and used while working 
to make and maintain scene and individual safety for all involved. 
 All information obtained before arrival is measured against what is happening on 
scene. The response of officers is influenced by all of these components and the 
responding officers must make decisions on a response to de-escalate the situation if 
necessary, keep everyone safe, meet the needs of the individuals involved, understand 
what resources are available and how they can make the most helpful and lasting impact. 
This is done through their discretion with decisions to arrest, use force, divert from the 
criminal justice system, or peace keeping. 
 After officers respond to calls involving individuals with mental illness, many 
times police recognize and feel a sense of hopelessness that the intervention, whatever it 
may be, will not be effective or long lasting. They know they will see the individual again 
and that it is only a matter of time. This sense of hopelessness and discouragement may 
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also have an impact on the resources allocated to these encounters and efforts officers use 
when responding.  
Family Experience 
 The influences that impact families who care for a loved one with mental illness 
are drawn from a small sample, yet the data provide valuable insight into the family 
perspective. The data show glimpses into lives spent aching and advocating for a loved 
one in need of help. Similar to the discussion of the police experience, the family 
perspective will be broken down into personal, community, and systemic influences 
before an overall snapshot developed from the experiences of families in this dissertation 
sample is presented. 
Personal Influences 
 The personal influences that impact families caring for a loved one with mental 
illness are complex and at times can compete with one another. Family members must 
often balance the desire they have to help, tempered with the perceptions they have of 
their loved one, with the impact and toll (e.g., Barker et al., 2012; Mendenhall & Mount, 
2011; Song et al., 2014) that caring for a loved one has on them and other family 
members. 
 Be a parent and help. The parents in this sample spoke a great deal about their 
role of being a parent to their child and the desire they have to help them. They do 
everything in their power to help all of their children, including their child with mental 
illness. The data showed the great love they have for their child and the sacrifices they 
make for them as one parent described: “I make a lot of sacrifices to try to make it right. I 
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do it because I love my kids. That’s what my life’s about.” (Parent). The depth of love 
can be seen as parents shared examples of trying to teach their child how to be a better 
person and to interact appropriately with others. Although many parents do this, adding 
the layer of mental illness for a child can make this role even more important and 
challenging as parents fight to give a child with mental illness the support and skills they 
will need while also trying to overcome the barriers they will face from living with a 
mental illness.  
 The parents in this sample shared many examples of efforts they made to seek 
resources for their child. They tried to find help and options that would meet their 
specific needs. Whether advocating in school for their child to be tested or to have special 
services, or pleading with others, even at times a spouse, to get testing and services for 
their child, the continual struggle parents fought was evident. These parents deeply love 
their children and continually struggle as best they know how to find ways to help their 
child get the services they need in order for them to be as happy and productive as 
possible.  
 Perception of person with mental illness. Similar to police, the perception and 
ways in which they think about their loved one influences how parents interact with and 
respond to them. Although some of the police participants described parents they have 
interacted with as having given up on their loved one, this was not the case for any of the 
parents in this sample. The parents described deeply loving and caring about their child 
and continuing to do all they could for them. 
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Parents still want what is best for their son or daughter. They were still involved 
`with their child to varying degrees and see the pain their child is in. For many parents, 
they are proud and talk with great feeling as they describe their son or daughter’s athletic 
ability or positive nature such as being happy and upbeat or having a joy for life. This 
often is set in contrast to a more present reality for parents who also describe their child 
as not being trusting of others or having self-harming behavior and being unhappy, in 
pain, and self-medicating and generally not taking care of themselves as one parent 
succinctly noted: “She’s not taking care of herself.” (Parent). As parents, they can see the 
potential of the son or daughter whom they love deeply and they also see the reality of a 
life hindered by mental illness that brings out different aspects to their personality. 
The impact and toll of caring. The detailed and often painful description from 
parents who deeply love their child and have struggled for years to care for them and 
provide for them, brings to light the painfully human side of caring for a child with a 
mental illness. Parents spend so much time, energy, and effort battling those with 
differing opinions, fighting the system, advocating for services and doing everything in 
their power to get help for their child who may not even be willing or able to accept the 
help. Living in a constant state of battle is tiring at best and emotionally exhausting over 
the life course.  
The data reveal that parents often seek additional support for themselves through 
counseling in order to meet the demands of caring for a child with mental illness. Similar 
to existing literature (e.g., Champlin, 2009; Scheyett, 1990), there was a sense of loss that 
came through for some of the families, a grieving and mourning for the life their child 
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will not have. The toll all of this can have on parents, including the sense of loss and 
grief, is poignantly described in experience of one father who said: “…I looked at this 
picture of the three of us, and the contrast of that sweet, pure soul and how tortured he 
was now, just, I sat down and had a good 20-minute cry over it. The sadness just sort of 
came up and I let it, I let it run its course.” (Parent). Understanding to a greater extent the 
toll and impact of caring for a child living with a mental illness is important for finding 
more successful ways to support and reach out to parents and family members who carry 
such a heavy load while supporting their loved one.  
Community Influences 
 The community in which families and their loved ones reside, was shown to have 
an impact on how parents care for and work to meet the needs of their child with mental 
illness. As is true for police, it is also true for families that this impact can be a help or a 
barrier for families. These community influences could be categorized as larger systemic 
influences when looking on the surface. They have, however, been grouped and will be 
discussed as community influences because they impact these families on a more 
individual level. The data will be used here to show the personal impact because that was 
the “voice” the parents used to describe their experiences. 
 Stigma. Similar to the literature (e.g., Link & Phelan, 2014; Morabito & Socia, 
2015), the data revealed some focus by families in this sample of the impact of stigma. 
The way in which the community perceives individuals living with mental illness not 
only may have an impact on that particular person but it can also impact the family. 
Families or individuals who feel stigmatized may be less willing to reach out for help. 
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This stigma may come from neighbors, family members, or others in the community as 
one mother noted: “I see how they blame, they stigmatize people.” (Parent). This 
stigmatization can also have the impact of families feeling isolated from others in the 
community and thereby less supported which may increase the toll of caring for a loved 
one with mental illness. 
 Police. The data show ways in which police respond to individuals living with 
mental illness when called to respond in a crisis situation can impact families. One 
mother described a positive experience with police who responded to a call for help when 
other providers did not: “…the police took the initiative to call an ambulance. So, without 
the police’s intervention, again no help would have come.” (Parent). Additionally, the 
interactions police have with family members who may be at the scene when they are 
responding or the involvement family members have with police after the fact, can have 
an impact on the willingness families have to reach out to police when their loved one is 
in crisis. This can also make a difference in the level of trust families have of police and 
their willingness to work with them in the moment and in the future.  
 When parents or other family members have involvement with the police during 
times of crisis, if the interaction doesn’t go well, there can be a barrier placed between 
families and police. That negative experience can leave a lasting impact on the family 
member who then is unwilling to reach out to or work cooperatively with police. This can 
also have a reciprocal effect. If families are willing to reach out to police and work with 
them in a positive way, police can in turn work with these families and have a more 
positive experience that can set a precedent for the next family officers may encounter. 
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 Services. Similar to the police data, the services that are available, or not, 
influence how families care for their loved one living with mental illness. If services are 
available and accessible for individuals, families may feel more supported in caring for 
their loved one. If, on the other hand, services are not available or accessible, families 
may struggle to obtain services and be left feeling unheard, unsupported, and isolated in 
their efforts to care for their loved one as one mother described: “The family has been 
dealing with all these agencies for more than 20 years now.” (Parent). Families in this 
sample discussed struggling at length to try and access resources that were available in 
the community but due to the unresponsiveness of providers or other barriers, were not 
accessible. Constantly fighting to advocate for their child to obtain needed services is 
exhausting, especially when it may feel as if they are fighting alone. This can take a toll 
on families and may even lead to what some officers have seen as families giving up on 
their loved one. This in turn leaves the individual living with mental illness with fewer 
supports and the burden of care being transferred elsewhere. 
Systemic Influences 
 The systemic influences from the family data are influences on a larger societal 
level that go beyond the more individual experiences of the community level discussed 
above. They include aspects that have a greater impact broadly or may be more out of 
reach for families to be able to influence the systems to bring about change. 
 Collaboratives and groups. Some communities are seeing positive change 
through collaborative groups and although families may not be directly involved in these 
groups, they may still be influenced systemically. Some family members such as one 
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parent in this sample, may also take part in working with a collaborative group to better 
meet the needs of all individuals and families within the community. By pooling 
resources and collaborative power, there can also be a broader perspective and 
understanding of the roles and limits of agencies and organizations. Participating in the 
community collaborative group allowed one mother greater opportunity to advocate for 
her son and provide her unique perspective as a parent of a child living with mental 
illness. This mother shared one aspect of working with the group in her community: “In 
our location we do have a crisis center that you call in and tell your tale. This is all part of 
working with CCIT [Community Crisis Intervention Team] with our police department 
and working with all the crisis centers.” (Parent). Feeling supported and not alone within 
the community as was seen with this mother, can also go a long way in helping others 
within the community to feel supported. Working collaboratively across agencies and 
organizations be helpful in meeting the needs of those in the community and be a great 
venue for discussing policies and procedures at a higher level and working together to 
change the system to be more responsive and effective for everyone. 
 Services, resources, and programs. Barriers and opportunities to better support 
families and individuals living with mental illness when accessing treatment and care can 
be seen on the larger systemic level. For example, barriers that families in this sample 
discussed included a lack of funding or programs being located at distances that made 
access difficult. Additionally, high rates of turnover and low levels of competence and 
willingness to help among providers created another barrier. One parent explained: 
“There’s a lot of turnover. Someone goes away and then there’s a new one.” (Parent).  
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Looking at these barriers more broadly from the overall mental health system 
perspective may help to address the needs of individuals living with mental illness in our 
communities. Having higher standards in place for training and minimum qualifications 
may help to employ competent staff. Additionally, maintaining a larger systemic picture 
of the overall mental health system across agencies and organizations would allow for a 
more complete picture rather than work done in silos. Without a larger system view, 
individual agencies and organizations are left to fight for limited funding and in the end 
the ones that ultimately suffer are families trying to access services and the individuals 
living with mental illness seeking services across a fragmented and underfunded mental 
health system. 
Jail diversion. A jail diversion program as described by some participants in this 
study, specifically targeted to diverting individuals with mental health issues from the 
criminal justice system and into more appropriate mental health services, is an example 
of a system-level effort to better meet the needs of individuals living with mental illness. 
This is also another way communities, agencies, and organizations can work to help 
support families and individuals living with mental illness. When agencies and programs 
come together to strategically find better solutions for individuals with mental illness 
when they are in crisis, rather than automatically routing through the criminal justice 
system, progressive steps can be taken for more appropriate help. One mother described 
this when discussing the benefit of the jail diversion program and the help it has been for 
her son: “…it has been nothing short of a miracle in time to save him from going to jail.” 
(Parent). As the literature shows, too often individuals living with mental illness end up 
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in jails and prisons (e.g., APA, 2004; Scheid-Cook, 1991; Torrey, 1997) rather than 
mental health treatment. Working collaboratively with these systems can be an important 
way to combine efforts for the greater good rather than strictly going the criminal justice 
route when individuals living with mental illness are in contact with the police.  
Overall Snapshot 
 Families of a loved one living with mental illness are impacted by the influences 
described above: personal, community, and systemic. Over the life course of caring for a 
loved one living with mental illness families, and in particular parents in this sample, 
work tirelessly to advocate for and help their son or daughter. They love their child and 
do everything in their power to try and help them have the best life that they can.  
 The parents in this sample demonstrated the great lengths to which they go to seek 
services for their child, whether through the school system or working with various 
mental health services and providers in the community. Often parents face an uphill battle 
as they fight for what they feel is in the best interest of their child although it may differ 
from the opinion of others. This creates a barrier that can also be compounded when what 
the parent feels is in the best interest of their son or daughter is not in accordance with 
what their son or daughter wants or feels is in their own best interest. Battling 
professionals and battling their child places a burden on parents that can be exhausting 
and isolating often leaving them in need of extra support and services. 
 Parents can feel a sense of grief and loss for their child with mental illness. This 
can come when comparing their child to others in the family or just by seeing this child 
and the life they never will have due to the impact of that mental illness. This mourning 
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and loss also can be isolating and take a toll on parents. This in turn makes it more 
challenging for parents to have the resources and energy to continually fight the battles in 
order to advocate for their loved one. 
 Through the course of living with and trying to care for their loved one with 
mental illness, especially if untreated, times of crisis can occur. Parents who have 
experienced this in the past may know that it can happen again. Some parents take steps 
ahead of time to put plans in place when they see signs of crisis or their child is in need of 
additional help. Some parents reach out to mental health providers, and depending on the 
community and programs available, this can be a hit or miss effort. Some providers are 
responsive and are able to provide the additional help and support that is needed. Other 
times, however, parents reach out to providers and find their attempts to access additional 
support are unsuccessful. This leaves parents in the midst of a crisis trying at that time to 
problem solve and do what is best for everyone.  
 Sometimes parents find themselves reaching out to police for additional support 
or the police are called to respond through other means. When police arrive and become 
involved with individuals with mental illness who are in crisis, families can have a range 
of experience. Some families can have a positive experience where the police are 
respectful, helpful, and take time to gather information and input from the family. Other 
families have experienced police interactions that were less than ideal in which the police 
and individuals become too heated and violence occurs.  
 Due to many compounding factors, families and parents are often a first line of 
support and care for individuals living with mental illness. Those who have and continue 
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to be involved with their loved one have a wealth of experience and information that can 
be useful for those responding in times of crisis, including police officers. The role that 
family members can play is crucial to better meet the needs of individuals with mental 
illness. After a crisis situation, when police and mental health providers may be less 
present, it is the family who ultimately remains and continues to be the main provider of 
care and support of individuals living with mental illness. Finding ways to better support 
and work with family members will help to more effectively serve individuals living with 
mental illness. 
Similarities and Differences 
 This dissertation focuses on police responses to individuals living with mental 
illness from the police perspective as well as the family perspective. Both police and 
families are an important part in the help and care of these individuals. Both also have 
very different roles and experiences. Similarities and differences in the police perspective 
and family perspective of the phenomenon of study will be discussed briefly in this 
section. 
Similarities 
 When considering the police responses to calls involving individuals with mental 
illness, the perspectives of police officers and family members, show several key 
similarities. The similarities based on this sample will be discussed below. 
 Help. Most notable in the similarities between police and family participants was 
the desire that both groups had to help. Some officers view the crisis situation as a 
temporary period of time and not the everyday experience. Some police also see these 
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individuals as being in need of help that they can’t otherwise access on their own. Some 
even understand that there is an actual health issue, but unlike a physical condition, 
mental health cannot be easily identified from looking at the outside of a person. No 
matter the belief or understanding, at core, officers believe that these individuals are in 
need of help and that when responding to calls they can provide some of that help. 
 Similarly, although perhaps less explicitly stated than by police participants, the 
detailed efforts of families and the repeated attempts to get help, meet the needs of their 
child, and the love they have for them, are evidence of the fact that they too feel their 
loved one is in need of help. Additionally, trying new programs, continuing to be present 
and even sharing their experiences in an interview, demonstrate that they feel more needs 
to be done to help at this intersection with police. Both police and family participants 
understood that individuals living with mental illness, especially at times of crisis when 
police may be called to respond, are in need of help they may not be able or willing to ask 
for on their own.  
 Barriers. Although the impact of barriers may be different for police and families 
of individuals living with mental illness, both groups described many of the same barriers 
in relation to responding to or caring for those living with mental illness.  
Services. The most discussed barrier can be described collectively as services. 
Police and families can be impacted by this barrier in many ways. For example, not 
having services or organizations available in the community or not available when 
needed, leaves police with limited options of avenues to access when trying to help 
individuals they respond to. This lack of services also creates a barrier for families who 
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may be trying to access help for their loved one in order to assist them to be as healthy as 
possible or during times of crisis. 
 Providers. Another barrier along a similar line is the service providers 
themselves. Many times, families found they were knocking up against unresponsive or 
unhelpful providers. Some providers weren’t able or willing to help based on 
circumstances or lacked the competence to be helpful. Some parents even struggled to 
communicate with or access information from providers creating a barrier in helping their 
child. Police, too, found it difficult and often frustrating to try and do their job when 
providers would not communicate. Police also encountered unhelpful providers who are 
unresponsive, or unavailable due to such things as high case-loads or the hours that an 
officer is responding to a call being outside the traditional Monday through Friday, 8:00 
to 5:00 time. All of these barriers for families and police make it more difficult to provide 
the best support and care for individuals living with mental illness. 
 Individual with mental illness. Police and families both described the individual 
living with mental illness as being a barrier at times when they are trying to respond to 
calls or access help. The behavior of the individuals, especially if they are in a heightened 
state or a time of crisis, may be more challenging and difficult to manage or control. This 
can create a barrier requiring police to use a higher level of force to secure safety for all 
involved. It may also require more time and effort to use additional de-escalation 
techniques. Likewise, parents also struggle to help their son or daughter when he or she is 
combative, violent, unresponsive, or otherwise engaging in harmful and self-destructive 
behavior.  
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 Perceptions. The perceptions that family members have of individuals living with 
mental illness and the police are similar to the perceptions the police have of families and 
individuals with mental illness. Both families and police view individuals with mental 
illness as being in need of help that they cannot obtain on their own. Police and families 
both recognize that these individuals are struggling with their mental health and that 
mental illness impacts their ability at times to live a successful, happy, and productive 
life. Parents and police also both recognize that there is more to the individual than the 
current time of crisis.  
Police and families also had similar perceptions of each other. Both groups had 
positive things to say as well as experiences that were challenging. Families can be 
helpful by providing information and support for police and help them de-escalate the 
situation. Similarly, families have found police to be helpful at times providing extra 
support when their loved is in crisis. Families and police have both expressed how 
helpful sharing information and working together can be. There are also times when 
police and families have worked together and it has not gone smoothly. Police have 
found some families to be intrusive, agitating, and sometimes escalating the situation. 
Some families have also found police to be aggressive, not listen, or unwilling to work 
with them. 
Differences 
 In addition to the similarities, there are also differences between police and family 
members. Three of the most noticeable differences that emerged from the data will be 
discussed below. Taking a closer look at these differences can illuminate areas on which 
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to focus in order to gain a more holistic understanding of the phenomenon of police 
responses to individuals living with mental illness. 
 Role. Police officers and family members have very different roles when it comes 
to the interaction between police and individuals living with mental illness. While both 
groups of participants see part of their role as maintaining safety, this role formally 
belongs to police. The tools police use can include their training, skills, techniques, any 
helpful information, and other various tools including tasers, pepper spray, and less than 
lethal shotguns. Police also have a physical presence that can aid in bringing about safety. 
Family members also see their role as providing safety and helping to maintain order and 
control. The tools and skills family members have, however, are different from police. 
While some family members may have physical capacity to maintain safety, others may 
not. Families can help bring safety by utilizing de-escalating techniques prior to police 
being called and providing information when police respond. While the goal of safety and 
control may be the same, the way the family and police maintain that control varies.  
 Access to resources. Another area of difference among police officers and family 
members is their access to resources. Things such as location, availability, knowledge of 
services, financial constraints, insurance coverage, or willingness of the individual, can 
influence access to treatment. Families may not always have the necessary access to 
services to obtain the care and treatment options that would benefit their child. 
Additionally, families may not be able to access information even if their loved one is 
receiving services because of privacy issues, the willingness of providers to communicate 
with family members, or the policies of the organization. 
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 Police also may face many of the same barriers in accessing resources including a 
lack of knowledge of available services. Police can also differ from families by having 
working relationships with professionals. Working relationships may allow police a 
broader perspective that is systemic and collegial rather than focused on one individual. 
Additionally, being out in the community and working with more people allows for a 
greater breadth of information about available resources that can be shared among 
officers. Another difference is the aspect of authority and power that police have. This 
may influence the willingness of providers to work with them in a way that individual 
family members do not have. It is unknown, based on this dissertation data, the extent of 
this influence. 
 Training. Training is another area where police and family participants differed. 
Training was seen in the data as an important aspect of the police experience. Training 
for police is focused around their specific role and the training they receive with regard to 
individuals living with mental illness is targeted to their overarching goal of ensuring 
safety and getting help for the individuals. Even though police receive training specific to 
responding to mental health related calls in the academy, field training, and in-service 
trainings, many still would like more training in this area.  
The level of detail from police about training set in contrast the lack of discussion 
from families about training. Family participants described being in situations and not 
knowing what to do or how to respond. Families may be in communication with mental 
health professionals about the situation in which terminology and language is used that is 
unfamiliar to them. While police are trained through their job, there is no training for 
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families on how to interact with police or mental health professionals when trying to care 
for their loved one, particularly in times of crisis. 
The Role of Power 
 There are many different aspects of power that can contribute to our 
understanding of police responses to individuals with mental illness. The data for this 
dissertation were analyzed using a three-dimensional model of power (e.g., Lukes, 1977; 
1986; 2007). Each dimension of power might be studied separately and power itself could 
be studied alone. Looking at the broader phenomenon, however, the role of power will be 
discussed as part of the larger whole. The data from this study revealed that the use of 
power is a decision that family members and officers make based on the influences 
previously discussed.  Based on the data, a model was developed to show police 
responses to individuals living with mental illness from the police and family 
perspectives, including the role of power (Appendix I). A detailed discussion of the role 
of power will be undertaken in this section. 
Physical Power 
 One aspect of power that was seen in the data was the use of physical power. 
Physical power can be exercised by any number of individuals involved at this 
intersection of police and individuals with mental illness. Physical power can include any 
use, or threat of use, for violence, domination, anger, or use of tools, in order to try and 
maintain control of a situation. Examples of physical power may include posturing or 
threatening physical harm or violence as well as physically engaging in behaviors such as 
hitting, kicking, screaming, biting, or spitting. This could be exercised by anyone and 
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directed at anyone who stands in the way of the desired goal. This physical power can be 
submitted to as seen in the example of the son whose father explained he “blusters” and 
gets angry and then people leave him alone. Officers also described individuals 
overpowering their parents or beating up mental health clinicians and these are other 
examples of the use of physical power. This physical power may also be matched. This 
might look like a father whose son would bluster and threaten and then the father might 
match that physical power by standing up to the son and threatening to engage physically. 
Ultimately, someone ends up yielding power or submitting to that power. 
 Many times, police are called to respond to situations and bring their sanctioned 
power and authority and ensure safety and control.  When police arrive, they gauge and 
assess the situation and make choices as to whether or not to use power and if used, how 
much and what type. An officer’s use of force is one example of physical power police 
choose to use. Police have tools they use to aid them in the use of their physical power. 
Their physical power can include the use or threat of verbal commands, physical 
restraint, use of handcuffs, tasers, gun, arrest, physical altercations, and even just their 
physical presence. One detective described an incident using physical power by stating: 
“…sometimes when we us our force…it’s the safest thing to do, restrain her and back off 
and people are looking at us as a different level of force instead of a tool.” (Detective). 
The police in this sample described not wanting to use physical force but doing so when 
necessary. Participants felt strongly that means other than being physical provided better 
outcomes that could have a longer beneficial impact. Police also expressed concern about 
how quickly things can go wrong with the use of physical control and a sense of sadness 
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and understanding for officers and police in general when things do go tragically wrong 
with the use of physical power. 
Verbal Power 
 The next level of power used to control a situation is verbal power. The use of 
verbal power and control differs from the anger and threatening used in physical power 
by being more persuasive rather than threat or fear. For example, if a family member is 
able to persuade an individual into going to the hospital for an evaluation, they may use 
dialogue that is effective for that particular individual. Finding and using the persuasive 
verbal arguments is a more effective use of power because it does not rely on the physical 
use of force that cannot be sustained for long periods of time. It may take more time and 
be emotionally exhausting to try and convince someone of the benefit of doing something 
they are not inclined to do, however, when successful it is more sustainable. The 
convincing requires the individual to accept on some level the benefit and concede to the 
command of the other. 
 This works the same whether the individual exercising power is a family member, 
clinician, or police officer. When officers choose to use verbal power, they must also 
work to verbally persuade individuals of the benefit of doing what they do not want to do. 
This task can be easier for officers when they have information about the individual or 
the current situation. This is one reason why information is so valuable to officers. It 
allows more room for another level of power beyond physical. One patrol officer 
described using his previous experience with an individual to help convince him to go for 
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an evaluation stating: “…’hey, c’mon buddy…we gotta go’ and he knows me, I know 
him, sometimes that’s easier…” (Patrol). 
 Officers can also be constrained in their use of verbal power. This can come in 
several ways including department policies that don’t allow extra time to use verbal 
power rather than the often-quicker physical power. Police may also be limited in their 
ability to use verbally persuasive power by the personality they have or the training and 
tools they have been given. A final aspect of verbal power to be considered is that even 
when police are exercising verbal power, they are still police officers who carry the 
outward embodiment of the power and authority they hold. It may not be just the verbal 
power but a combination of the verbal and “threat” of the physical that is effective. 
Internalized Power 
 The last dimension of power is when the belief of some trait, behavior, or 
characteristic of an individual or group, is held by others and that becomes internalized 
by the individual or group. As has already been mentioned, this level of power is the least 
understood and has the fewest examples. With data from this dissertation, and adding to 
the literature (e.g., Link & Phelan, 2014; Morabito & Socia, 2015) stigma will be 
discussed briefly as evidence of this level of internalized power. Stigma of mental illness 
can impact both the individual living with mental illness as well as the family members 
of that individual.  
A few officers discussed the stigma of mental illness and shared examples they 
have seen of families being afraid to reach out to police for help with their loved one as 
one sergeant described: “I think sometimes maybe they’re afraid to tell police or law 
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enforcement, or anybody, that a family member may have some sort of mental illness. 
And maybe they’re afraid of the stigma.” (Sergeant). Families may also be afraid of what 
others in their community may think if they knew their loved one had been involved with 
the police due to their mental illness. This fear was described by participants as stigma. 
Stigma may be understood as a negative view of individuals living with mental illness in 
general that is attributed more specifically to an individual and even their family 
members, even if they do not possess the same characteristics, behaviors, or traits and 
they are treated differently because of this. 
Shift in Power 
 The final area of power that will be discussed goes beyond the three dimensions 
of power to another piece of the power relationship seen in the data. This is what I am 
calling a shift in or transfer of power. The data revealed points at which power was 
deliberately shifted, yielded, or transferred from the one holding the power to another. 
This could be seen when police were describing experiences with families or individuals 
and giving them a choice in the outcome, or asking them what they would like to have 
happen. The police officer essentially willingly gave the individual a voice and some 
measure of control. Although not seen often it emerged enough to warrant discussion to 
further the understanding of power when police respond to calls involving individuals 
living with mental illness. 
 This transfer of power differs from the other dimensions of power. When the 
power is exercised over another, and they are persuaded, convinced, or otherwise 
controlled to do something they might not choose to do, this is an exercise of power. This 
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is the type of power seen in the other levels of power described above and the three 
dimensions of power in the theory by Lukes (e.g., 1977). This additional layer of power, 
the shift in power, is voluntary and therefore different from the other dimensions. 
Although one might argue that the third dimension of power, the internalizing of a belief 
about an individual may lean towards being voluntary, that still has a dimension of force 
that makes it different from the shift in power described here. For example, police 
officers have the power and authority, as well as the jurisdiction and responsibility to 
ensure safety in our communities. They have power and they are expected to use it when 
responding to calls, including those involving individuals with mental illness. When they 
deliberately share, or defer part of this power to another, for example a family member, 
and give them a voice or ask for their opinion and share the control of the situation with 
them, they are shifting some of that power. 
 This willingness and deliberate shift in power is an interesting use of the power 
and control and is done to achieve the same end result of calming the situation and 
bringing about safety. The data show examples of this both from the family perspective 
as well as the police perspective. One parent described his experience with police when 
they were called to assist with his son: “…they asked me what I wanted them to do.” 
(Parent). Other officers also described responding to calls and asking family members 
their opinion or what they would like to have happen. Deliberately shifting the power one 
has to another is a different way of achieving the same ultimate purpose and goal of 
helping individuals and ensuring safety and control. It is, however a different tool to 
bring about a desired outcome that needs further study to better understand the 
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implications of it might play into our larger understanding of power as well as police 
responses to individuals living with mental illness.  
Limitations 
 This study addresses a gap in the literature focusing on a more complete picture of 
police responses to individuals living with mental illness from the police perspective as 
well as the perspective of family members of those individuals. Even with the dearth of 
current literature and the added value of the data from this study, it is not without its 
limitations and these will be addressed here.   
Methods 
 Although efforts were made throughout the planning and carrying out of this 
study to minimize and address potential methodological shortcomings, there are still 
limitations that can impact the validity of the study results and the generalizability to the 
larger police and family populations. All interviews were conducted by one researcher 
using similar semi-structured interview guides (e.g., Creswell, 2013; Patton, 2002) 
(Appendix D). The semi-structured interview guide allowed freedom to follow the 
conversation and use additional follow-up questions to go more deeply at any given point 
during the interview. However, this also means that all participants were not asked 
exactly the same questions in exactly the same way and thereby potentially impacting the 
generalizability of results.  
 Another limitation of the methods used is that the same interviewer transcribed, 
coded, and analyzed the data. My dissertation committee is made up of members with 
both content and methodological expertise and discussions held to talk over the methods 
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and process throughout each phase. Even with these deliberate attempts to minimize, 
there is still potential for bias (Creswell, 2013).  
Families 
Although there is much that can be learned from the data from family participants, 
one obvious limitation of this study is the small sample size from this group. Even having 
connections with advocacy organizations, groups, and others affiliated with families who 
have a loved one with mental illness, there was still a limited number of participants 
willing to share their experience. Although the data from this small sample size limits 
generalizability, it does provide useful information as a starting point to better understand 
the family experience. This speaks to several areas to be mindful of in future studies. 
Even with connections, this population is one that is difficult to engage. It may be that the 
stigma surrounding mental illness, compounded by the additional stigma of involvement 
with police, creates a barrier for families and their willingness to share their personal 
experiences. Perhaps the difficulties and burdens of caring for a loved one with mental 
illness is such that individuals may have felt they could not take time out of their busy 
schedules to connect and participate in a study. It is also possible that even with 
connections I thought were beneficial, more should have been done to engage with family 
caregivers in order to be seen as someone who could be trusted and not so much as an 
outside researcher. 
Police 
In addition to limitations specific to the family sample, there are also limitations 
from the police sample. This study was an exploratory study designed to focus on police 
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responses to individuals with mental illness and their families. Race was not brought up 
directly, although respondents were free to talk about it if they wanted.  All of the 
respondents who volunteered to talk with me were white. Demographic data were not 
collected of individuals with mental illness whom the officers described in the 
experiences they shared. It is unknown in what ways race may impact power and police 
responses, including towards individuals living with mental illness. This is a serious 
limitation of the study, especially given the focus on power. Race is intertwined with 
power and lacking in this dissertation. Future research will address this issue and may 
include focused recruitment of police and families of under-represented groups. 
Another limitation is the community make-up of this sample. Police participants 
were ultimately drawn from eight different communities across Massachusetts. Having 
multiple communities and departments aided in efforts to triangulate data and address and 
strengthen validity (Creswell, 2013; Patton, 2002). All but five of the officers were from 
four of the eight communities. While this may help to show the range of experience 
among officers in the same department who have the same leadership and department 
structure, it may not provide the breadth across departments. Additionally, these four 
departments are similar in their size and community demographics and this may also 
limit the results and generalizability from this study. 
Another limitation of the study is the police sample of participants and their 
potential similarity to one another. Efforts were made to recruit and interview participants 
with varying ranks in order to triangulate data from different perspectives (Creswell, 
2013; Miles et al., 2014). However, there may be something inherently different about 
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this sample who were all willing to participate in a study on this topic. Also, as part of 
recruitment efforts, connections were made to “champion” officers or mental health 
clinicians in police departments who were willing to participate and/or help recruit 
willing participants. For example, there was at least one champion from all four of the 
departments from which the majority of the sample were recruited. These officers held a 
higher rank than patrol and several of them had particular interest and/or job 
responsibilities that overlapped with this topic. While one of these champions was a 
mental health clinician working with a particular department and not interviewed, her 
relationship with the officers in that department was instrumental in recruiting those 
participants. The other five participants not from the four main communities, all had job 
responsibilities that directly related to responding to calls involving individuals with 
mental illness. Had officers been recruited more broadly, willingness to participate still 
would have been required but perhaps a broader range of experience and opinion would 
have been seen, thus making results more generalizable to the larger police population. 
Individuals Living with Mental Illness 
 The last area of limitation to be discussed pertains to individuals living with 
mental illness.  As can be seen, no participants for this study were drawn from this 
population. Focusing on the family and police perspectives does provide additional 
insight into the phenomenon of police responses to individuals living with mental illness, 
however, it leaves out the perspective and voice of these individuals and their personal 
experiences with police. Although the choice was made for this study to focus on the 
perspectives of family and police, having the insight and experiences of individuals who 
195 
 
are at the center of police responses is important in understanding what is working and 
what can be improved to better meet the needs of individuals in our communities. 
 Another limitation related more specifically to individuals living with mental 
illness is that no questions of diagnoses were asked of family or police participants. 
Families were not asked of the diagnosis for their loved one, only that their loved one 
lived with mental illness. For this small family sample of participants, there is no way of 
knowing what, if any, similarities or differences may exist based on the diagnosis of their 
loved one. Similarly, no questions were asked of police participants about the actual or 
perceived diagnoses of individuals they have responded to. This was a deliberate choice 
as it is the perception of officers that impacts their responses (e.g., Alpert, 2015; Engel & 
Silver, 2001; Green, 1997; Morabito, 2007) irrespective of whether or not this perception 
matches clinical diagnosis. For purposes of this study while trying to have a better 
understanding of the phenomenon of police responses to individuals living with mental 
illness, it was more important to focus on officer responses based on their perception that 
an individual has mental health issues rather than the accuracy of this perception.  
Conclusion 
 This study explores the phenomenon of police responses to individuals living with 
mental illness from the perspective of police officers and family members of these 
individuals. This chapter has discussed the police experience of responding to calls 
involving individuals with mental illness and the personal and professional influences, 
the department level influences, the community influences, and the systemic influences 
that all work together to impact the ways in which officers respond to these types of calls. 
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The family experience was also discussed including the personal influences, the 
community influences that impact families on a more personal level, and the systemic 
influences that have an impact more broadly. These influences impact how families care 
for their loved one living with mental illness as well as their experience with their loved 
one when police are called to respond in times of crisis. The similarities and differences 
between police and family participants were then discussed before moving into an 
exploration of the role of power. Three types of power were discussed including physical 
power, verbal power, and internalized power. A closer look at another aspect of power, 
the shift or transfer of power, was also discussed. This chapter concluded with a more in-
depth discussion of limitations of this study including methodological limitations and 
limitations directly related to the sample. The next chapter will conclude this dissertation 
by going beyond the discussion of the results to addressing the implications and areas for 
future research. 
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Chapter 6: Implications 
The research presented in this dissertation offers new information that can inform 
policy and practice related to law enforcement and their interactions with individuals who 
have mental illness and their families.  In this chapter, the implications of the findings 
will be explored, focusing on areas where interventions might strengthen and support 
police and families in order to improve police responses to these calls. This chapter will 
conclude by highlighting areas for further exploration and research to build on and 
strengthen our knowledge of police responses to individuals living with mental illness.  
Building on previous theory, a model of police responses to individuals with 
mental illness was developed from the data (Appendix I). This model helps our 
understanding of these interactions and grew out of the three theories used as a starting 
point to guide this study. Durkheim’s theories of the collective consciousness and law 
(e.g., Durkheim, 1893/1984) provide understanding of how individual police departments 
and their strong collective influence on police officers when responding to calls.  Weber’s 
theories of the bureaucracy and civil servants (e.g., Weber, 1919; 1978a) show many 
rational bureaucratic influences, including the formal structure of police departments, the 
hierarchical ordering of personnel, and the manner in which police officers fulfill their 
roles. Finally, using the three-dimensional theory of power by Lukes (e.g., 1977; 1986; 
2007), data revealed evidence of physical, verbal, and internalized power. Data from this 
study also demonstrated another dimension of power, a shift or deliberate transfer of 
power. The integration of these theories revealed the complexity of influences that impact 
police responses to individuals living with mental illness. The results also suggest that 
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these theories alone are not sufficient for understanding the complexity of the 
interactions. 
The study echoes the connection between the bureaucracy and power (e.g., Bates, 
2010; Lukes, 1977) and also highlights the influence of the collective consciousness seen 
in the police department. Lukes may have put it best when he said:  
In my view none of these three positions is satisfactory: all three fail, in fact, to 
address the very problem at issue, namely, that of the relation between power and 
structure. Indeed, all three deny that there is a problem. The first position denies 
that there are structures (except minimally); the second denies that there are 
human agents; and the third refuses to relate them to one another. (Lukes, 1977, p. 
18) 
 
Although the three theories are integrally connected, each alone does not provide enough 
insight into the influences on police. The model of police responses to individuals living 
with mental illness was developed to provide a more holistic view of the integrated 
influences on police responses, rather than relying only on one theoretical framework.  
The model depicts personal, bureaucratic or department, community, and 
systemic influences all affecting police and family members. For example, police gauge 
and assess what is happening when they arrive at the scene. Based on what is happening 
at the scene as well as the other influences, officers make decisions about the best 
response, such as to arrest the individual, use force, divert the individual away from the 
criminal justice system, or if peace keeping strategies are enough. When responding to 
calls, officers also make decisions about whether or not to use power, how much, when, 
and the type of power. Another aspect of power that emerged from the data was included 
in this model, a transfer of power, for example, when officers allowed family members to 
have a choice in the outcome of the situation or give their thoughts in how police should 
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respond. This new model provides a more complete picture of the phenomenon of police 
responses to individuals living with mental illness by building on several theoretical 
frameworks for a more holistic framework from which to view police responses.  
Areas of Influence 
 As the new model shows (Appendix I), there are other areas including personal 
and systemic influences which also combine with the bureaucratic, collective, and power 
influences to impact police responses. This section will describe the personal, systemic, 
bureaucratic or department, community, and power influences that impact police officers 
and their responses to individuals living with mental illness. The discussion of these 
influences will also highlight the interconnected relationship between these influences 
and the impact that has on police responses.  
Personal Influences 
 There are several personal aspects of officers shown to influence their responses 
to individuals living with mental illness. These influences might be thought of as core 
characteristics of the individual police officer. Common among officers was a desire they 
expressed to help others they interacted with. Having a desire to be of help guided 
officers to do what they thought was best in order to provide assistance, even beyond the 
immediate interaction. Officers also described perceptions they held of individuals living 
with mental illness. These perceptions, for example, that individuals living with mental 
illness are just like everyone else, guide officers when they respond to calls. Other 
personal traits that influence an officer’s response is their level of patience and their 
experience, on the job, outside of work, and prior to becoming an officer.  Personal 
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influences may be taught, conditioned, encouraged, and targeted when hiring, but they 
are not as easily identified or quantified and also not as overtly visible. It is important to 
understand that these personal influences are deeply rooted in the individual officer, and 
even though an officer may say one thing or respond in a way that is counter to personal 
influence, these core factors are ingrained and still have an impact on the officer. The 
influence of the community, bureaucratic department, systems, and power may all work 
to impact and change how officers respond. They might also be used to shape personal 
influences. The personal influences similarly impact how officers respond and these 
influences can be targeted to effect change although, the personal traits may take more 
time to alter because these characteristics are often deeply rooted and internalized. While 
the outward influences such as the community, bureaucratic department, and systems 
may have a more visible impact on police responses, it is important to consider the 
personal factors that have an impact but may not be as easily identifiable because they are 
internal to the officer. 
Systemic Influences 
 Systemic influences that were shown to impact police and their responses, 
including those to individuals living with mental illness, extend beyond the individual 
officer, the department, and can even reach beyond the local community. These 
influences include deinstitutionalization and the impacts that are still felt today such as 
the lack of programs and services available for individuals living with mental illness. 
Also, originating with deinstitutionalization, is the absence of funding for services that 
was never fully put into place. Several police officers in this study attributed an increase 
201 
 
in mental health related calls being a result of deinstitutionalization and the failure to 
provide accessible options. 
Other system-level influences police discussed included policies on the federal 
level, state level, as well as the policies of other agencies. For example, the Health 
Insurance Portability and Accountability Act (HIPAA) (Health Insurance Portability and 
Accountability Act, 1996) is a federal systemic influence that impacts what information 
service providers or staff at agencies are able to share with officers. The type, amount, 
when, and how information can be shared has an impact on the information officers have 
when responding to calls. Information sharing also impacts relationships officers have 
with others and the willingness to collaborate with partners to find better solutions and 
options for individuals living with mental illness. Another example of competing system-
level barriers can be seen in one officer’s description of taking an individual to the 
emergency room for an involuntary psychiatric evaluation. The worker from the 
community mental health center would not interview him because the individual had a 
default warrant requiring he go before the judge. The agency policy required the default 
warrant be taken care of before they could proceed with an evaluation. This left the 
officers involved with the only solution of bringing the individual back to the police 
department and putting him in a cell to await his appearance before the judge. Navigating 
this complicated system is challenging and often police feel frustrated as they bump up 
against barriers and systemic influences they may feel powerless to work around, leaving 
them forced to make decisions that might not be their first choice but rather what they are 
left with as a default.  
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Bureaucratic or Department Influences 
 The police department is a bureaucracy with a hierarchical structure, protocols, 
policies, rules, jurisdiction, and authority that are set and formalized.  Through this 
bureaucracy, the police department and police officers are sanctioned to maintain order, 
control, and safety within a certain geographical area. The tasks of those individual 
officers within the department are routinized, mechanical, or specialized in an effort to 
efficiently perform the responsibilities of the department. It may be thought of as a 
bureaucracy, the police department, becomes an entity unto itself and takes on its own 
“life”. It becomes its own thing, not living or breathing, but its own entity still the same 
through the organizational culture as well as the formal policy. As was seen in the data, 
the Chief is the one at the top of each department and the Chief sets the tone, leads, and 
guides officers within that department. The Chief can work to bring about change, but 
change within the department happens slowly due to barriers including the routine and 
norms that develop within the bureaucracy.  
As a civil servant, the police officer has a job to do and rules that must be 
followed, even if he or she doesn’t want to. These rules impact an officer’s decisions 
when responding to calls. One officer in particular talked about responding to a call for a 
section 12, requiring the individual be taken to the hospital for a mandatory psychiatric 
evaluation because they were a danger to themselves or others. This police officer 
responded to the call and was forced to take an elderly man to the hospital to be 
evaluated. The officer described how horrible it was, how disgusting it was to him, and 
that he had to do it because it was his job. While police officers can exercise some 
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discretion in situations, they also know the hard and fast rules that cannot be changed 
such as the requirements surrounding the use of section 12. These rules of the department 
constrain personal discretion and judgment when responding to calls. 
Community Influences 
Durkheim’s theory of “collective consciousness” provides insight into the group. 
This group may traditionally be thought of as the larger community, it is, however, also 
important to see the individual department as a collective community and doing so helps 
us understand why police operate the way they do. Within the community of the police 
department there are core values, shared ideas, beliefs, understanding, and there are rules 
to be followed and sanctions or punishments for the deviation from those rules. Within 
the department the group transfers and shares the collective with one another through 
things such as training, promotion, example, and communication. The individual officer’s 
decisions are steeped in this collective. The way they respond is influenced by how they 
are taught along with the shared goals and values of the department. 
Officers see how others are treated or they themselves are treated when they 
deviate from what is “acceptable” within the department. In order to remain as part of the 
group, they work within that collective or make choices to deviate based on other 
information that might overrule in the particular moment. For example, one officer talked 
about letting an individual keep his Bible because it calmed him down. The collective 
rules and way of operating say that people don’t get to have anything in their hand or take 
anything with them when being transported. Whether this officer was breaking a formal 
organizational rule or an informal norm of the department, this officer viewed his action 
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as breaking a rule. This particular officer broke that rule, knowingly. He weighed the rule 
and potential “sanctions” that might come from that based on his previous experience and 
knowledge, and deliberately chose to allow the individual to keep his Bible in order to 
more effectively do his job and de-escalate that particular situation, getting the individual 
to go more willingly to get help. In this example, we can see that it is not just the 
collective, or even the policies or protocol of the department that influence the response. 
Also influential is the individual officer’s personal experience and ideas and his ability to 
make choices and act as an agent. 
Power Influences 
 Police officers, as civil servants, have power granted to them through the power 
given to the police department that has been sanctioned by the community. Officers have 
this power because of their role, the work they do, and the jurisdiction and authority that 
police in general have. In Lukes’ theory of power, there are three dimensions of power. 
Police exercise the first dimension of power, physical force, and the use of tools, again 
sanctioned by the power of the bureaucracy and through the collective understanding of 
those within the department, to bring about a desired goal. When responding to calls, 
police have more power than others who are part of that scene. This authority to use 
physical force is based on law. Because they have more power and authority they are able 
to exert physical power, including the use of force, and take control to achieve their goal.  
Verbal power is the second dimension of power and is exercised by police when 
they work to convince an individual of the benefit of a desired goal in order to get that 
individual to cooperate, rather than using physical power to coerce the individual. Many 
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officers described using physical power and force as a last resort and preferred working 
instead to convince individuals of the need or benefit of doing something they might 
otherwise not do. This use of verbal power is more effective and officers described 
spending time to convince individuals to go willingly for an evaluation or in other 
instances to seek help rather than using physical force.  
As has been previously discussed, the third dimension of power is the least 
understood and data depicting internalized power were not often seen. The third 
dimension of power, internalized power, can be thought of as stigma. Stigma is a belief 
about an individual or group of individuals that is held by others and also becomes 
internalized and believed by the individual or group. This comes from the larger society. 
It might be thought of as the larger society stepping in and exercising control over an 
individual or group of individuals to bring about a desired goal. It may be that this 
internalization of stigma is a process that happens over time and impacts individuals 
living with mental illness, their families, and others in society in various ways and this 
would be beneficial to study in more detail. Data from this study showed a mother’s 
concern over the impact of stigma for her child from those in society that had influence 
within the court system her daughter was involved with. Data also showed evidence of 
this dimension of power through participants who pushed back against this stigma as seen 
in the examples of officers who view individuals living with mental illness as “just like 
everybody else” or that they have a problem and need help, not that they are bad people 
or incapable or somehow less than others as stigma might convey. 
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The data revealed an additional aspect of the situation extending our 
understanding of the complex role of power. This was seen through a shift or transfer of 
power. There were examples of the use of power in the data in which police officers 
shared their power and/or transferred the power they had to others. One clear example 
was seen when a father called the police to help with his son. The father expected that 
when the police arrived they would take over and he would not have any say in what 
happened. It could be argued that the father was transferring his power to the police when 
he made the call. When the police arrived, one of the officers spoke with the father while 
the other two were in the other room with his son. The police officer took time to listen to 
the father and asked him what he wanted for his son and how he wanted the police to 
respond. The police officer was in essence transferring some of his power and authority 
back to the father. This transfer of power went a long way in helping the father feel more 
comfortable about the situation and his choice to call the police. This transfer of power 
from the police to someone on the scene is a choice that has the potential to bring about 
the desired outcome, whatever that might be, when police listen to others who may have 
valuable information, thus promoting collaboration to bring about the most beneficial end 
result.  
 Power is sanctioned through the authority and jurisdiction of police and the 
department. Power is then given to police to exercise it in their role. As a collective 
department, the specifics of how, when, and what type of power to use, are taught and 
shared among the group. In addition, sanctions are in place for the improper use of that 
power, both internally and externally. In the actual moment when officers are responding 
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to a call, the individual officer takes their training, the structure of the bureaucracy, the 
collective policies, the shared understanding and goals, and adds to that their own 
personal influences and the larger systemic influences, and decides if, when, and how to 
exercise power. 
Interconnected Influences 
 As the model shows (Appendix I) and the data demonstrate, there are inter-related 
influences that all work together to impact police when responding to calls. This 
dissertation shows that all are important and if taken collectively, promote a better 
understanding of the phenomenon of police responses to individuals living with mental 
illness. For example, one cannot talk about power without discussing the larger collective 
of society that sanctions that power for police and the department. Also, the collective 
and shared understanding of how, when, and what type of power to use must be 
discussed. The important role of power cannot be understood while ignoring the 
bureaucracy and the structure that takes on a life of its own and authorizes the use of that 
power.  
Likewise, to focus on the bureaucracy alone ignores the fact that there are other 
influences such as individuals who bring with them their own personal experiences and 
their ability to make choices based on these experience and resources. To look more 
closely at the collective, we can see the shared understanding and the rules that govern 
this group, even the training that officers receive and the reinforcement from others in the 
department. But, to talk just about the collective, the larger bureaucracy is left out 
including the structure that guides the order, the training, and the socialization, as well as 
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the supervision and hierarchy to manage the department. Such a perspective also ignores 
the individual who chooses to use his or her discretion at the scene. It leaves out the role 
that power has in the moment when an officer is making a decision, and ignores the 
influences of the individual, their character, and morals.  
The bureaucracy is the overarching framework that influences officers and yet the 
collective steps in and influences at a closer level. Power is an on the ground choice that 
officers make, for example to use force or physical power or to use verbal power instead. 
At the same time, power and the legitimate use of this power is granted by the larger 
collective consciousness of society and is housed within the bureaucracy. Power is 
infused and part of the bureaucracy, it comes by the sanction, jurisdiction, and authority 
from the wider society. From the bureaucracy, the civil servant is granted the use of this 
power. The civil servant then has a choice whether to exercise that power. This choice 
again brings to light the role of additional influences on officers such as personal 
experience, culture, the ability to make choices, and options that are available to officers 
and those to whom they are responding. 
All three theories, collective consciousness, bureaucracy, and power influence 
police responses. So too, do the personal influences officers bring with them and the 
larger systemic forces such as deinstitutionalization, community resources and partners. 
This dissertation adds to our understanding of police responses through a more complete 
picture of the multifaceted landscape of influences that impact police responses to 
individuals living with mental illness, including the complex role of power at this 
intersection.  
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Where We Can Intervene 
While all of these components aid in understanding the complexity of influences 
that impact police responses to individuals with mental illness, they also allow us to more 
strategically design and target areas to intervene.  
Policy 
Policies at the department level, as well as more broadly on community and 
systems levels, can influence responses. At the department level, creating policies that 
have been developed based not only on experience but also best practice in responding to 
mental health calls is one place to bring about change. Departments can draw from others 
who may already have policies in place and learn from their experience, including 
communities in Massachusetts with police and mental health response models (see Table 
3.2). Departments may also benefit from reaching out to mental health agencies and 
organizations and drawing on their expertise when creating or updating department 
policies. Working with professionals from mental health agencies for their guidance in 
creating policies for police departments would allow mental health professionals to 
provide their clinical expertise in developing policies to guide police when responding to 
mental health related calls. Additionally, this would provide an opportunity for police and 
mental health professionals to come together and collaborate in an effort to strengthen 
relationships and find solutions to better meet the needs of individuals with mental illness 
living in the community. 
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Police Performance Evaluation  
Another department level opportunity to improve police responses to individuals 
with mental illness is to create or adapt performance evaluation policies to include how 
police respond to individuals. Building on early intervention models used in some police 
departments is one way to address this difficult area of performance evaluation. Early 
intervention models are aimed to target areas for additional training and support for 
officer performance through evaluation for multiple indicators such as uses of force, 
citizen-initiated complaints, and departmental commendations (e.g., Walker, 2003). Early 
intervention models are used to focus intervention early with officers in order to change 
behavior and improve response and can be a model for targeting police performance in 
other areas including responses to individuals living with mental illness. Focusing just on 
traditionally more quantifiable measures such as the number of arrests or citations issued, 
removes an impetus for responding to people in a more humanistic manner. Similarly, 
when something is included as a measure for promotion that is often what is focused on 
by individuals. Therefore, finding ways to measure and encourage more compassionate 
and service oriented responses from officers when responding to calls can help convey to 
those in the department that this is something that is valued and important.  
Currently, police in Massachusetts must apply for promotion and take a written 
exam. In addition to the written exam, education, experience, and performance evaluation 
information is used to determine promotion (Executive Office for Administration and 
Finance [EOAF], 2016; Massachusetts General Law, 2016). Incorporating ways to 
evaluate and measure police on their interactions and responses to individuals living with 
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mental illness, both in the written promotion exam at the state level and the individual 
department level is a way to shape police responses. Questions and evaluation might 
include outcomes for responses to individuals living with mental illness, collaboration 
with community partners, follow-up and interaction with family members of individuals, 
and/or ways to assess and encourage compassionate responses. 
Training  
Interventions at the broader community or systems level include training. Most 
officers expressed a need for additional training specific to mental health related calls. 
Training beyond the 12-hour mental health curriculum co-taught by an officer and mental 
health clinician in the police academy training in Massachusetts (NAMI, 2016), would 
benefit officers by providing knowledge and skills for responding to these types of calls. 
Higher ranking officers described the struggle to provide further training due to financial 
constraints. In addition to the cost of the training, departments must find resources to pay 
the salary of officers attending training and those covering the shifts while the officer is 
away. Currently in Massachusetts funding for police training is appropriated on the state 
Senate level (Massachusetts Legislature, 2015) and advocating for the appropriation of 
additional training funds will help to increase resources available for training officers. In 
2015 the Executive Office of Health and Human Services, Department of Mental Health 
(EOHHS, DMH) awarded $1.9 million in grant funding to 13 police departments in the 
state of Massachusetts to increase training and jail diversion programs (EOHHS, 2015). 
This is a positive step in working toward improved training for police officers. 
Continuing in this direction by applying for additional grants and financial resources, as 
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well as advocating for policy change will increase opportunities to secure funding and 
resources for training. 
Focusing on the specifics of training is another opportunity for intervention. 
Training should include steps to take before a crisis and crisis planning as well as signs to 
look for to indicate a crisis situation. Training for de-escalation techniques and specific 
language or phrases to use in order to get needed help. Training police on ways to be 
helpful and supportive of family members, including providing information to family 
members about what is happening, next steps, and what they can do to follow-up is 
another area that could strengthen responses. Similarly, training families on ways to be 
helpful and supportive of police, including providing information to police about their 
loved one, service providers their loved one works with, medications they are on, 
triggers, information to help calm the individual, and allowing the officers to do their job 
could help when police are called to respond. Additionally, training police, family 
members, and community partners to understand the roles and limits of each other, the 
resources available in the community, and how to access those resources, could 
ultimately provide better support for all involved, including individuals living with 
mental illness. Furthermore, although it wasn’t mentioned by the respondents, it seems 
reasonable to assume that training around cross-cultural issues would also be helpful. 
Information and Collaboration  
Families and police struggle to obtain information or to be part of a collaborative 
care team. There are several ways to intervene and address the lack of information and 
collaboration. Working with dispatch to more strategically collect relevant information 
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from those making calls for assistance is one way to maximize useful information to 
provide responding officers. Families specifically being asked by dispatch for 
information regarding their loved one with mental illness may also help ease family 
member’s anxiety by knowing police are responding and have relevant information to 
their loved one’s mental illness. Additionally, addressing policies across organizations to 
allow more frequent sharing of information could decrease this barrier. Further, a better 
understanding of policies by providers of what information can be shared, with whom, 
and when, would increase collaboration and the ability to support those invested in caring 
for individuals living with mental illness. One way to accomplish this would be to work 
together in stakeholder or collaborative meetings and specifically having each agency and 
organization bring their policies to the group. Working together to understand what is and 
is not allowed with regard to information sharing not only would bring everyone on the 
same page, it would also allow the opportunity and encourage others across agencies to 
strategically work together to address gaps and barriers to sharing information. As one 
officer described, to know where the landmines are so that they know how to work 
around them. Also on a policy level, having policies specific to collaborating with 
agencies and programs such as memoranda of understanding, could strengthen care 
across organizations. This would help those trying to access care, including families of 
those with mental illness, and thereby improve services across a more connected system. 
Collaboration needs to be taught, encouraged, and funded. 
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The Role of Social Work 
The social work perspective including a commitment to social justice (e.g., 
NASW, 2008; Witkin, 1998) and the more inclusive person in the environment 
framework (e.g., Bronfenbrenner, 2000; Heineman, 1981) can be harnessed to 
specifically target the areas of intervention discussed above. Social workers can 
strategically work to advocate for policy change within local police departments to ensure 
policies pertaining to mental health related calls are sensitive, appropriate, and 
incorporate approaches that would help police in their role of ensuring safety as well as 
being the most helpful for individuals living with mental illness.  Social workers can also 
advocate for increased funding to train police officers, training for family members, 
services for individuals living with mental illness, and funding to support collaborative 
groups to work together to address the needs of all involved at the intersection of police 
and individuals living with mental illness.  
Across the state of Massachusetts there are models in use by different 
communities that social workers are currently involved with or there is potential for 
social work partnership. Models include the statewide police academy training, Crisis 
Intervention Team (CIT) and Community Crisis Intervention Team (CCIT), co-responder 
models in police departments, and mental health first aid (NAMI, 2016). Social work can 
take an active role in existing partnerships and developing programs in communities 
where they are not currently established. Social workers can work in communities to 
provide mental health education, expertise, and perspective to families and police. 
Whether from a macro or clinical orientation, social workers can take an active role in 
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collaborating in multi-agency groups that seek to better meet the needs of individuals 
living with mental illness and to work towards improvement for all involved in the area 
of police responses to these issues.  
Future Research 
 The data from this dissertation have provided insight into the phenomenon of 
police responses to individuals with mental illness from the missing perspective of police 
officers and family members. We have learned that police responses are impacted by a 
complex context including: personal influences such as a desire to help, experience, and 
perception; systemic influences such as deinstitutionalization and related policies; 
bureaucratic influences including the structure of the police department, training, 
information, and the use of force; community influences of resources, collaborative 
groups, providers, and the community perception of the police; and power influences. 
These factors impact the officer who is also guided by what is happening in the current 
situation and then choices are made about how to respond. In addition to a better 
understanding of an officer’s decision to arrest, use force, divert, or use peace keeping, 
this study provides a more specific understanding of the role of power and an officer’s 
decision to use that power. Expanding our understanding of the role of power, this 
dissertation also provides preliminary evidence of an additional dimension of power, a 
deliberate shift or transfer of power. 
Although the study begins to fill in many of the gaps in the existing literature in 
this field, there are also additional areas to focus future research to continue efforts to aid 
in our understanding of police responses. First, more focused research on the role of 
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power is warranted. Targeting power more specifically may help in providing a more 
complete picture of the role of power, how it is used, when it is used, and the context 
surrounding the choice to use power. In studying power, it is important to study both the 
officer’s decision to use power as well as the larger role of power that police and 
departments have and the impact of both aspects on police responses. Additionally, 
looking specifically at the transfer, or shift in power, will provide greater insight into 
power not only from a theoretical perspective, but also from a practical and applicable 
lens. 
Another area for future study is race relations. As has been detailed, the lack of 
focus on race in this study is a limitation. Finding ways to look more closely at the role it 
plays in relation to police responses to individuals with mental illness is a starting point, 
especially in light of our current context of violence by and directed at police, for 
example surrounding incidents of police and Black men (e.g., Fernandez, Perez-Pena, & 
Bromwich, 2016; Otuyelu, Graham, Kennedy, 2016; Pratt-Harris, et al., 2016; Tolliver, 
Hadden, Snowden, & Brown-Manning, 2016; Whitaker & Snell, 2016). Further study of 
the connection between race and power, including all dimensions of power: physical, 
verbal, internalized, and transfer, should also be addressed to better understand aspects of 
the interplay between the two. 
Future scholarship should include more in-depth study of the community 
perception of police and their role in relation to individuals living with mental illness. 
Understanding the view of police from the community and the impact that has on police 
is important for understanding how they are influenced from the community level. It is 
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especially important in connection to our understanding of the role of the community in 
sanctioning police as the arm of social order and control. This is an important area of 
further study when trying to more fully understand the complex role of power. 
With a small sample of only five families, the findings from this study should not 
be generalized. However, even though limited, there are contributions that can be 
considered and areas of future research from the family perspective of police responses to 
individuals with mental illness. There are influences that impact families and the choices 
they make in caring for a loved one as well as their perception of police responses in 
times of crisis: personal influences include a desire to help their loved one, their 
perception of the individual, and the toll that caring has on them; community influences 
such as stigma, the police, and services; and the systemic influences of jail diversion 
programs, groups, and collaboratives. 
In addition to further exploration of these influences and the family perception of 
police responses to individuals living with mental illness from a larger family sample, 
additional areas should be targeted. More research into the role of stigma and its impact 
on families is important. Further adding to this area would be the inclusion of the role of 
power with stigma and the impact of that on families caring for a loved one living with 
mental illness. Another area that should be explored in greater depth is the toll that 
caregiving has on the family members of individuals living with mental illness. More 
specifically, a focus on the impact of involvement with the police due to their loved one 
would help provide greater insight into the family experience. The final area for future 
scholarship would be to focus more attention into outreach and supports for families 
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caring for a loved one. Again, specifically focusing on the experience of families 
involved with the police could benefit families by providing greater information for 
families, police, and other providers in helping families feel supported in their caregiving 
role. 
Conclusion 
 While there is some literature focusing on police responses to individuals living 
with mental illness as well as literature on the impact of caring for a loved one living with 
mental illness, there is a gap in the perspectives of police and families on the 
phenomenon of police responses to these individuals. While this study has taken steps to 
begin to address gaps in the literature and provide a more complete picture of police 
responses, further research is needed. This dissertation has increased our understanding 
of police responses to individuals living with mental illness from the perspective of 
police and family members by exploring three research questions: 1) What personal, 
cultural, environmental, or professional factors influence police responses to families and 
people with mental illness in the field? 2) At the moment of engagement between law 
enforcement and individuals with mental illness, how does the encounter unfold? 3) What 
are similarities and differences in the perspectives of families and law enforcement 
officers surrounding police responses to individuals with mental illness, including the 
interaction between families and law enforcement? 
 The data provide a greater contextual landscape of the phenomenon of police 
responses to individuals living with mental illness. This dissertation has highlighted the 
complex nature of police and the multiple, and at times competing, influences that impact 
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their responses. I have shown that the personal, department level, community, and 
systemic influences all combine and impact police responses. These influences guide the 
officer amidst the often fast-paced and chaotic scene as they gauge and assess what is 
happening in the moment in order to make the best decision possible. This dissertation 
further explored the role of power in officer responses and their decision to use this 
power. Evidence of the decision to use power was seen in the three dimensions of power 
from Lukes (e.g., 1977), physical, verbal, and internalized. Additionally, data revealed 
evidence of another dimension of power, a deliberate shift or transfer of power.  
 Using a phenomenological approach, in-depth qualitative interviews allowed for 
greater depth of information to provide detailed understanding (e.g., Creswell, 2013; 
Patton, 2002) of both the police and family experience of police responses to individuals 
living with mental illness. While much of the literature on police responses focuses on 
the use of force, arrests, characteristics of the individuals including their behavior or 
having a weapon, little is known about other aspects of influence on police when 
responding to mental health related calls. Furthermore, there is information in the 
literature focusing on the family members of individuals living with mental illness and 
the impact that caregiving has on them, however, starkly missing from this knowledge is 
an understanding of the influences that impact family members caring for a loved one and 
the choices they make, including their perceptions of police responses to individuals 
living with mental illness.  
 With a broader understanding of police responses to individuals living with 
mental illness from both the police and family perspectives, police officers, family 
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members, and those partners who work with them, can be equipped with a better 
understanding of the complex phenomenon of police responses. As was stated by one 
chief when describing responses to mental health related calls and efforts to work 
together: “…everybody’s hands are tied to some degree and unless everybody works 
together it really doesn’t…it doesn’t work very well.” (Chief). The deepened 
understanding of police responses from this study can aid in finding better ways to 
support police, families, and individuals living with mental illness in our communities 
and thereby make the most of the times of crisis when police are called to respond. 
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Appendix A: Contextual Location 
In keeping with phenomenological methodology, I will present information about 
myself which contextualizes and frames my location in relation to my dissertation study. 
I am a single, white, middle-class female raised with conservative moral and religious 
values.  
On my maternal side, I have a grandfather who was a chief of police and other 
relative who work(ed) in law enforcement. On my paternal side, I have grandparents who 
were actively involved in mental health advocacy, support, and education. I also have 
relatives who live with varying degrees of mental health related issues, including one 
family member who lives with a major and persistent mental illness. 
My white, middle-class privilege – I am highly educated. I worked my way 
through the community college and then a bachelor’s degree. I continued on to earn an 
MSW at an elite university and my Ph.D. continues that. As a social worker, I have been 
educated and trained to see the person-in-the environment as well as to have a heavy 
focus on the strengths-based perspective.  
I have started my life-long journey of recognizing, understanding, and battling 
oppression. Perhaps stemming from my privilege as well as the historical time when I 
began my study – prior to so many examples of the clash between police and race, I 
naively thought this dissertation could focus solely on police and mental illness, leaving 
race out of the picture. I am realizing, in a very profound and deeply moving way, that 
this is impossible. For me, power is the key. My lifelong journey will be to study and 
understand power. At this current point of my journey, I believe that it is power that is 
fundamentally at core for all oppression including how we as society manage and 
respond to individuals living with mental illness, socioeconomic disparities, and racism. 
Much like my long held belief that poverty cannot be disentangled from race, I also now 
believe that these forms, all forms of oppression, cannot be viewed in a vacuum void of 
power. 
This dissertation focuses on police responses to individuals living with mental 
illness. I collected data on race/ethnicity for my participants but not beyond when 
collecting my data. I did study power as well as the collective consciousness and 
bureaucracy, which I believe to be a link between the racism of our society which can 
become institutionalized and influence the ways in which we are able to respond and 
interact with individuals in our society. 
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Appendix B: Conceptual Model 
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Appendix C: Participants by Community 
Participants by Community 
Town Chief Deputy / 
Assistant 
Chief 
Captain Lieutenant Sergeant Detective Officer Patrol Family 
1       21A #   
2 08C  14B 06B 04B # 03B #   05A 
07A 
10A # 
11A 
12A 
 
3 28C  27B  02B 
29B 
 30D  31A 
32A 
33A 
34A 
04E # 
4     01B     
5  13B      09A # 02E ~ 
6         01E  
7        15A  
8   16B 
17B 
  18D 
19D 
 20A  
9         03E # 
10        22A 
23A 
24A 
25A 
26A 
 
11         05E # 
Note: Interview conducted via telephone #; Interview conducted via email ~; all others 
conducted face-to-face 
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Appendix D: Question Guides 
Demographic Questions 
1. What is your gender? 
a. Female 
b. Male 
c. Transgender 
d. Other ________________ 
 
2. How do you identify your race/ethnicity? 
a. American Indian/Alaska Native 
b. Asian 
c. Black or African American 
d. Native Hawaiian/other Pacific Islander 
e. White 
f. Hispanic Latino 
g. Multiple Hispanic 
h. Multiple non-Hispanic 
 
3. What is your age? 
 
4. What is your highest year of school completed? 
a. Less than high school 
b. High school 
c. Some college/special training 
d. Bachelor’s degree 
e. Master’s degree 
f. PhD 
g. Other __________________ 
 
5. Have you had personal experience, outside of work, with a person with mental 
illness? 
a. Yes 
b. No 
c. Prefer not to answer 
 
6. Do you have a family member with mental illness? 
a. Yes 
b. No 
c. Prefer not to answer 
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Chief and Higher Ranked Officers 
1. How long have you been in law enforcement? 
 
2. Why did you choose to go into law enforcement? 
 
3. Tell me a little about your current position, roles, responsibilities, special 
assignments. 
 
4. How long have you been in your current position? 
 
5. In your time as a police officer, have you responded to calls involving individuals 
with mental illness? 
 
6. How do you view the police role in general in responding to individuals with 
mental illness? 
 
a. Do you think this should be part of the police responsibility? 
b. Why do you think it falls to police to deal with these types of calls? 
 
7. How do you view your role specifically in that larger, more general police role? 
 
8. Do you have thoughts about how your community might view your department’s 
approach to calls involving individuals with mental illness? 
 
9. What would you say is the current approach within your department to responding 
to these types of calls? Are there specific procedures? 
 
10. Do you have a sense of the involvement of families of individuals with mental 
illness and the officers in your department when responding to these types of 
calls? Please describe. 
 
11. What is working well within your department in responses to individuals with 
mental illness? 
 
12. What would be helpful for you, your department, other officers in your 
department in responding to these types of calls? 
 
13. Is there anything else you would like to share with me? Did anything come up as 
we were talking that I didn’t ask about?  
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Police Officer Questions 
1. How long have you been in law enforcement? 
 
2. Why did you choose, to go into law enforcement? 
 
3. Tell me a little about your roles, responsibilities, special assignments? 
 
4. Have you personally responded to calls involving individuals with mental illness? 
a. If YES: 
i. Approximately how frequently would you say you respond to these 
calls? 
 
5. Tell me a little about your training, specifically your training with regard to 
responding to individuals with mental illness? 
 
6. How do you view your role as a police officer in responding to individuals with 
mental illness? 
 
7. Do you think this should be part of the police responsibility? 
 
8. Why do you think it falls to police to deal with these issues? 
 
9. How would you describe the current climate or attitude within your department in 
responding to these types of calls? 
 
10. How would you describe the current climate or attitude within your community to 
police responses to individuals with mental illness? 
 
11. What is your approach in responding to these types of calls? 
a. Does your department have a written policy? 
 
12. Generally, what type of information do you have beforehand when responding to 
calls? 
 
13. Tell me about a time you responded to a call involving an individual with mental 
illness. 
a. What was going through your mind? 
 
14. Do you have any involvement with the families of individuals with mental 
illness? 
a. Can you tell me about this? 
b. What is working? 
c. What would be helpful? 
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15. Have you responded to calls in which the family members are the ones who made 
the call or initiated the call? Can you tell me about these? How are they different? 
 
16. What is working well in your responses to individuals with mental illness? 
 
17. What would be helpful for you in responding to individuals with mental illness? 
a. What is working? 
b. What could be helpful? 
 
18. Is there anything else you would like to share with me? 
 
19. Is there anything that I didn’t ask that I should have? 
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Family Questions 
1. Tell me a little about your family 
a. Structure 
b. Dynamics 
 
2. Tell me your experience in trying to keep your family member healthy 
a. Care you provide 
b. Support you provide 
c. Your thoughts about your involvement 
 
3. Have you ever been involved with law enforcement due to your family member 
with mental illness? 
a. IF YES: 
i. Can you tell me about your experience with law enforcement? 
1. What led up to the involvement? 
2. What happened during the involvement? 
3. What was the outcome?  
ii. What worked well? 
iii. What could have been better? 
b. IF NO: 
i. If you were to be involved with law enforcement at some point in 
the future due to your family member with mental illness, what do 
you feel would be helpful? 
1. Police response? 
2. Other parties involved? 
 
4. What are your thoughts about law enforcement involvement with individuals with 
mental illness? 
a. What is working? 
b. What could be better? 
c. As a family member, what would be helpful for you? 
 
5. Is there anything else you would like to share with me? 
 
6. Is there anything that I didn’t ask that I should have? 
 
7. Do you have any suggestions for me on how I might recruit other families to talk 
with me? 
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Appendix E: Codebook 
Code Definition/Example 
Bureaucracy Weber: The structure that undergirds our 
society and provides the framework of 
organization. Functions include 
supervision within, coordination for the 
capacity for the distribution of power; 
authority and control over a particular area, 
jurisdiction; social control; civil servant 
 
Weber: “The bureaucracy offers the 
structure demanded by the external 
apparatus of modern culture in the most 
favorable combination. In particular, only 
bureaucracy has established the foundation 
for the administration of a rational law 
conceptually systematized on the basis of 
“statutes,’…with a high degree of technical 
perfection.” (Weber, 1922/1976, p. 200). 
 Administrative Files, paperwork, documentation 
 Civil servant Weber: “ability to execute conscientiously 
the order of the superior authorities, 
exactly as if the order agreed with his own 
conviction even if this order appears wrong 
to him and if, despite the civil servant’s 
remonstrances, the authority insists on the 
order. Without this moral discipline and 
self-denial, in the highest sense, the whole 
apparatus would fall to pieces”; loyalty; 
moral discipline; self-denial; not knowing 
the distinction between what is personal or 
what is shared (“we don’t openly talk 
about it because we feel it is a private 
thing”); “safety” pieces, needing to get the 
work done; 
 Constraints Merriam-Webster: control that limits or 
restricts someone’s actions or behavior 
 Hierarchy Personnel; Merriam-Webster: a group that 
controls an organization and is divided into 
different levels; a system in which people 
or things are placed in a series of levels 
with different importance or status. 
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Code Definition/Example 
 Jurisdiction, authority Weber: control over a certain area; 
governed by laws or other regulations, in a 
formal manner; sanctioned by the people to 
have specific jurisdiction and to fulfill 
certain functions; legitimate use of force 
 Protocol, policy, standards, rules Weber: rules, governed by laws or other 
regulations in a formal manner 
 Resources Including information; 
 Routinization, efficiency, 
mechanical, dehumanization, 
specialization, objectivity, 
impersonal 
Weber: bureaucracy becomes routinized 
and more efficient the more mechanical it 
becomes; specialized in task; expanding 
specialization; “precision, speed, 
unambiguity, knowledge of the files, 
continuity, discretion, unity, strict 
subordination, reduction of friction and of 
material and personal costs – these are 
raised to the optimum point in the strictly 
bureaucratic administration” Weber, 
1922/1978a p. 199) “safety” pieces, 
needing to get the work done; 
 Structure Organization 
 Supervision How people are managed and order within 
the structure maintained 
Collective Consciousness Durkheim: Core values, ideas, beliefs, 
shared understanding, shared goals, rules, 
punishments for the good of society to 
maintain cohesion; can be unwritten – 
unstated; internal ways of being, doing, 
controlling; mechanisms that control 
behavior; seeks to regulate morality; 
society acting as a collective to manage 
deviance;  
 Community   
  Core values Organizes and drives society toward shared 
goals; general morality of society; 
Merriam-Webster: something intrinsically 
valuable or desirable;  
  How CC is Shared How information, ideas, values, beliefs, 
shared goals, etc. is conveyed, shared, or 
learned 
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Code Definition/Example 
  Ideas, beliefs, shared 
understanding 
Largely shared in common with all other 
members of the group; shared 
understanding of social norms 
  Rules Kittrie: formally brings about conformity; 
  Sanctions/punishments Used to control behavior when CC not 
enough;  
  Shared goals Durkheim: Ultimate goal is social cohesion 
and stability of the community 
 Family  
  Core values Organizes and drives society toward shared 
goals; general morality of society; 
Merriam-Webster: something intrinsically 
valuable or desirable; 
  How CC is Shared How information, ideas, values, beliefs, 
shared goals, etc. is conveyed, shared or 
learned 
  Ideas, beliefs, shared 
understanding 
Largely shared in common with all other 
members of the group; shared 
understanding of social norms 
  Rules Kittrie: formally brings about conformity; 
  Sanctions Used to control behavior when CC not 
enough;  
  Shared goals Durkheim: Ultimate goal is social cohesion 
and stability of the community 
 Police Department  
  Core values Organizes and drives society toward shared 
goals; general morality of society; 
Merriam-Webster: something intrinsically 
valuable or desirable; 
  How CC is Shared How information, ideas, values, beliefs, 
shared goals, etc. is conveyed, shared or 
learned 
  Ideas, beliefs, shared 
understanding 
Largely shared in common with all other 
members of the group; shared 
understanding of social norms 
  Rules Kittrie: formally brings about conformity;  
  Sanctions Used to control behavior when CC not 
enough;  
  Shared goals Durkheim: Ultimate goal is social cohesion 
and stability of the community 
Family What are pieces that play into the family 
story? 
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Code Definition/Example 
 Barriers, obstacles, challenges  
 Choices  
 Gauging crisis, assessment, 
decision making 
How does the family assess current 
situation;  
 Goals What are the goals they have in the 
moment and for the future? 
 History Previous history with loved one; previous 
history of loved one in crisis; history with 
police; what goes into the backdrop of the 
current encounter 
 Influence  
  Cultural  Are there pieces of culture that influence 
situation 
  Environmental What is going on in the context that may 
influence the situation 
   Current context  
   Historical context  
  Personal What are the personal pieces that come 
through that influence the situation 
  Professional Any professional components that 
influence the situation 
 Other  
 Perception of Person with Mental 
Illness 
 
 Perception of Police  
 Personal impact, philosophy How the family is personally impacted; 
personal philosophy or belief system. 
 Resources Including information; 
 Roles How do they define their role(s)? 
 Word choice, language  
Moment of engagement   
 Family Information from the family about the 
incident 
  After   
  Before   
  During   
 Other   
 Police Information from the police about the 
incident 
  After   
  Before   
  During   
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Code Definition/Example 
Police What are pieces that play into the police 
story? 
 Barriers, obstacles, challenges  
 Choices  
 Gauging crisis, assessment, 
decision making 
How does the officer assess current 
situation;  
 Goals What are the goals they have in the 
moment and for the future? 
 History Previous history with individual; history 
with family; what goes into the backdrop 
of the current encounter 
 Influence  
  Cultural  Are there pieces of culture that influence 
situation 
  Environmental What is going on in the context that may 
influence the situation 
   Current context Including number of mental health calls 
   Historical context Including change in the number of mental 
health calls 
  Personal What are the personal pieces that come 
through that influence the situation 
  Professional Any professional components that 
influence the situation 
   Length of time as 
an officer 
 
 Other  
 Perception of Family  
 Perception of Person with mental 
Illness 
 
 Personal impact, philosophy How the officer is personally impacted; 
personal philosophy or belief system. 
 Resources Including information 
 Roles How do they define their role(s)? 
 Word choice, language  
Power Becker: Differences in the ability to make 
rules and apply them to other people are 
essentially power differentials. 
 Families to Police   
  1st Dimension Lukes & Gaventa: A has power over B; 
brute force; can be used when other 
dimensions do not work; used to maintain 
ground that has been taken 
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Code Definition/Example 
  2nd Dimension Lukes & Gaventa; A deliberately arranges 
the agenda so that B is excluded; agenda 
setting; pre-determining the agenda; 
controlling what is important and worth 
being attended to 
  3rd Dimension Lukes & Gaventa: A manipulating the 
environment in such a way as to create a 
perception of B that B internalizes; used to 
bring about desired behavior in others; 
internalizing perception; stigma 
 Families to Person with Mental 
Illness 
  
  1st Dimension Lukes & Gaventa: A has power over B; 
brute force; can be used when other 
dimensions do not work; used to maintain 
ground that has been taken 
  2nd Dimension Lukes & Gaventa; A deliberately arranges 
the agenda so that B is excluded; agenda 
setting; pre-determining the agenda; 
controlling what is important and worth 
being attended to 
  3rd Dimension Lukes & Gaventa: A manipulating the 
environment in such a way as to create a 
perception of B that B internalizes; used to 
bring about desired behavior in others; 
internalizing perception; stigma 
 Other Examples of 1st Dimension Lukes & Gaventa: A has power over B; 
brute force; can be used when other 
dimensions do not work; used to maintain 
ground that has been taken 
 Other Examples of 2nd Dimension Lukes & Gaventa; A deliberately arranges 
the agenda so that B is excluded; agenda 
setting; pre-determining the agenda; 
controlling what is important and worth 
being attended to 
 Other Examples of 3rd Dimension Lukes & Gaventa: A manipulating the 
environment in such a way as to create a 
perception of B that B internalizes; used to 
bring about desired behavior in others; 
internalizing perception; stigma 
 Person with Mental Illness to 
Families 
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Code Definition/Example 
  1st Dimension Lukes & Gaventa: A has power over B; 
brute force; can be used when other 
dimensions do not work; used to maintain 
ground that has been taken 
  2nd Dimension Lukes & Gaventa; A deliberately arranges 
the agenda so that B is excluded; agenda 
setting; pre-determining the agenda; 
controlling what is important and worth 
being attended to 
  3rd Dimension Lukes & Gaventa: A manipulating the 
environment in such a way as to create a 
perception of B that B internalizes; used to 
bring about desired behavior in others; 
internalizing perception; stigma 
 Person with Mental Illness to 
Police 
  
  1st Dimension Lukes & Gaventa: A has power over B; 
brute force; can be used when other 
dimensions do not work; used to maintain 
ground that has been taken 
  2nd Dimension Lukes & Gaventa; A deliberately arranges 
the agenda so that B is excluded; agenda 
setting; pre-determining the agenda; 
controlling what is important and worth 
being attended to 
  3rd Dimension Lukes & Gaventa: A manipulating the 
environment in such a way as to create a 
perception of B that B internalizes; used to 
bring about desired behavior in others; 
internalizing perception; stigma 
 Police to Families   
  1st Dimension Lukes & Gaventa: A has power over B; 
brute force; can be used when other 
dimensions do not work; used to maintain 
ground that has been taken 
  2nd Dimension Lukes & Gaventa; A deliberately arranges 
the agenda so that B is excluded; agenda 
setting; pre-determining the agenda; 
controlling what is important and worth 
being attended to 
  3rd Dimension Lukes & Gaventa: A manipulating the 
environment in such a way as to create a 
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Code Definition/Example 
perception of B that B internalizes; used to 
bring about desired behavior in others; 
internalizing perception; stigma 
 Police to Person with Mental 
Illness 
  
  1st Dimension Lukes & Gaventa: A has power over B; 
brute force; can be used when other 
dimensions do not work; used to maintain 
ground that has been taken 
  2nd Dimension Lukes & Gaventa; A deliberately arranges 
the agenda so that B is excluded; agenda 
setting; pre-determining the agenda; 
controlling what is important and worth 
being attended to 
  3rd Dimension Lukes & Gaventa: A manipulating the 
environment in such a way as to create a 
perception of B that B internalizes; used to 
bring about desired behavior in others; 
internalizing perception; stigma 
 Shift in Power Moments when power is transferred or 
taken from one person to another; also 
when power is “given” to another “People 
are intimidated by the police” (potentially 
a new 4th dimension?) 
 Stigma Components of stigma that may not fit 
under power; 
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Appendix F: Nodes to Answer Research Questions 
Name Sources References  1 2 3 
Bureaucracy 0 0       
Administrative 31 102       
Civil servant 20 47       
Constraints 22 80       
Hierarchy 23 80       
Jurisdiction, authority 20 47       
Protocol, policy, standards, rules 33 164       
Resources 28 88       
Routinization, efficiency, mechanical, dehumanization, 
specialization, objectivity, impersonal 
16 41       
Structure 30 117       
Supervision 22 57       
Collective Consciousness 0 0       
Community 1 2       
Core values 1 1       
How CC is Shared 18 45       
Ideas, beliefs, shared understanding 27 95       
Rules 7 10       
Sanctions, punishments 12 19       
Shared goals 15 29       
Differences in Shared Understanding 4 9       
Family 0 0       
Core Values 0 0       
How CC is shared 3 8       
Ideas, beliefs, shared understanding 3 7       
Rules 1 2       
Sanctions, punishments 1 2       
Shared goals 0 0       
Police Department 0 0       
Core values 7 20       
How CC is Shared 27 99       
Ideas, beliefs, shared understanding 31 163       
Rules 12 19       
Sanctions, punishments 7 10       
Shared goals 20 50       
Family 0 0       
Barriers, obstacles, challenges 5 19       
Choices 4 15       
Gauging crisis, assessment, decision making 5 18       
Goals 4 11       
History 4 27       
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Name Sources References  1 2 3 
Influence 0 0       
Cultural 0 0       
Environmental 0 0       
Current context 4 10       
Historical context 2 2       
Personal 3 13       
Professional 0 0       
Other 0 0       
Perception of Person with Mental Illness 4 23       
Perception of Police 5 15       
Personal impact, philosophy 4 16       
Resources 4 26       
Roles 4 16       
Word choice, language 2 5       
Moment of Engagement 0 0       
Family 0 0       
After 4 6       
Before 3 3       
During 4 14       
Other 0 0       
Police 0 0       
After 26 68       
Before 34 96       
During 32 171       
Police 0 0       
Barriers, obstacles, challenges 28 129       
Choices 25 92       
Gauging crisis, assessment, decision making 34 199       
Goals 31 98       
History 27 73       
Influence 0 0       
Cultural 2 3       
Environmental 1 1       
Current context 35 139       
Historical context 18 43       
Personal 30 92       
Professional 35 158       
Length of time as an officer 34 46       
Other 0 0       
Perception of Family 33 101       
Perception of Person with Mental Illness 27 88       
Personal impact, philosophy 35 256       
Resources 34 302       
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Name Sources References  1 2 3 
Roles 35 441       
Word choice, language 27 110       
Power 0 0       
Families to Person with Mental Illness 0 0       
1st Dimension 1 1       
2nd Dimension 4 7       
3rd Dimension 0 0       
Families to Police 0 0       
1st Dimension 0 0       
2nd Dimension 0 0       
3rd Dimension 0 0       
Other Examples of 1st Dimension 12 18       
Other Examples of 2nd Dimension 7 7       
Other Examples of 3rd Dimension 4 5       
Person with Mental Illness to Families 0 0       
1st Dimension 7 15       
2nd Dimension 0 0       
3rd Dimension 0 0       
Person with Mental Illness to Police 0 0       
1st Dimension 8 11       
2nd Dimension 0 0       
3rd Dimension 0 0       
Police to Families 1 1       
1st Dimension 2 2       
2nd Dimension 1 1       
3rd Dimension 0 0       
Police to Person with Mental Illness 0 0       
1st Dimension 33 107       
2nd Dimension 24 52       
3rd Dimension 1 1       
Shift in Power 20 31       
Stigma 12 21       
1. What personal, cultural, environmental or 
professional factors influence police responses to 
families and people with mental illness in the field?      
2. At the moment of engagement between law 
enforcement and individuals with mental illness, 
how does the encounter unfold?      
3. What are similarities and differences in the 
perspectives of families and law enforcement 
officers surrounding police responses to individuals 
with mental illness, including the interaction 
between families and law enforcement?      
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Appendix G: Data Outlines 
 
Question 1 Other 
 
(3 officers total) 
 
1. Collective Consciousness.Community (decrease in collective consciousness) (04B 
= 1) 
2. Police.Influence.Cultural (04B; 13B = 2) 
3. Police.Influence.Environmental (number of calls) (03B = 1) 
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Question 2 Other 
 
(3 officers total) 
 
1. Power.Police to Families.1st Dimension (32A = 1) 
2. Power.Police to Families.2nd Dimension (15A = 1) 
3. Power.Police to Person with Mental Illness.3rd Dimension (14B = 1) 
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Bureaucracy: Administrative (files, paperwork, administrative) 
 
Reports, files, paperwork (30 officers total) 
 
1. Types 
a. Section 12, 34, warrant of apprehension, 35 (03B; 05A; 06B; 07A: 11A; 
14B; 02B: 31A; 32A; 01B; 16B; 19D; 20A; 23A; 24A; 25A; 15A = 17) 
i. Pink paper, pink slipped, pink slip (10A; 14B; 16B; 17B; 18D; 
20A = 6) 
ii. Section, sectioning, sectioned, section hold (10A; 11A; 27B; 34A; 
01B; 09A; 20A; 23A; 24A; 25A = 10) 
iii. Section 12d (06B; 10A; 16B; 20A; 22A; 23A = 6) 
iv. Paperwork, paper (10A; 02B: 34A; 14B; 25A = 5) 
v. Fax, serve it (05A; 11A; 14B; 31A; 16B; 25A; 31A = 7) 
b. Reports (03B; 04B; 05A; 06B; 10A: 11A: 14B; 02B; 27B; 29B; 30D; 
31A: 32A; 16B; 19D; 20A; 22A; 23A = 18) 
c. Written policy, written order, policy book, memorandum, memo (03B; 
05A; 07A = 3) 
d. Documentation, document, documented, records, log, work, cases, folder, 
digital headquarters (02B; 04B; 10A; 14B; 30D; 29B; 15A; 18D; 19D = 9) 
e. Grants, reimbursements, slip, forms, paperwork (23A; 31A; 25A; 02B; 
21A = 5) 
f. Tickets, citation, affidavit, summons, felony default warrant (34A; 15A; 
18D; 27B; 31A = 5) 
2. How reports, files, paperwork used 
a. Information sharing, determining calls to follow up on, testifying in court 
(04B; 03B; 05A; 30D; 19D; 15A; 14B; 31A; 32A = 9) 
b. Other (statistics, keeps a record, timeline, history) (02B; 10A; 12A = 3) 
c. Citizen related  
i. Officers issue tickets, summons, serve paperwork (citations) (18D; 
31A; 34A = 3)  
ii. Citizens make reports about crimes, can request reports (10A; 19D; 
22A = 3)  
d. Outside police department (16B; 05A; 19B = 3) 
3. Other information about reports, files, paperwork 
a. Reports are read by supervisors (27B; 03B; 06B; 14B; 27B; 29B; 16B = 7) 
b. Paperwork takes time, varies by department (02B; 10A; 23A = 3) 
4. Section 12, 34, or 35 (25 officers total) 
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a. Section 34 or 35 are different routes from section 12 (06B; 14B; 01B; 15A 
= 4) 
b. Section 12 department level 
i. Legal right/ability to issue (03B; 05A; 06B; 07A; 10A; 27B; 34A; 
01B; 16B; 18D; 23A; 24A; 26A = 13) 
ii. Some departments say “no” get a clinician to do them (07A; 09A; 
16B; 23A; 25A; 26A = 6) 
iii. Some departments do but limited to higher ranks (03B; 20A = 2) 
iv. Some departments do at the patrol level (16B = 1) 
c. Section 12 officer level 
i. Some don’t want to do 
1. Paperwork and time (26A; 02B; 25A = 3) 
2. Think they’re taken more seriously if done by professional 
(16B = 1) 
ii. Some want ability expanded (18D; 23A = 2) 
d. Section 12 for safety or access to help (05A; 06B; 07A; 10A; 02B; 27B; 
24A; 17B; 18D; 23A; 03B = 11) 
e. Section 12 voluntary is preferred (05A; 03B; 14B; 31A; 34A; 01B; 16B; 
18D; 20A 22A; 23A = 11) 
f. Aftermath is unknown, out shortly after taken (06B; 10A; 20A = 3) 
g. Forced to take individual to the hospital/allows to take against will (05A; 
07A; 10A; 11A; 14B; 02B; 27B; 31A; 34A; 18D; 22A; 25A; 26A = 13) 
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Bureaucracy: Civil Servant (Weber: “ability to execute conscientiously the order of the 
superior authorities, exactly as if the order agreed with his own conviction even if this 
order appears wrong to him and if, despite the civil servant’s remonstrances, the authority 
insists on the order. Without this moral discipline and self-denial, in the highest sense, the 
whole apparatus would fall to pieces”; loyalty; moral discipline; self-denial; not knowing 
the distinction between what is personal or what is shared (“we don’t openly talk about it 
because we feel it is a private thing”) 
 
“Authority” = Because the police department is hierarchical and there is a rank and order 
to the structure, including the way orders and tasks are divided as well as reporting and 
supervision, etc. I consider “authority” to include things not even just as deliberate as a 
spoken command or order from a superior but also things that are less explicit including 
the nature of the job or the job itself, the tasks, work, etc. 
 
(15 officers total) 
 
1. Execute conscientiously (very careful about doing what you are supposed to do, 
concerned with doing something correctly) the order of the superior authorities 
(including looking at all sides and making the best decision) (03B; 13B; 14B; 32A 
= 4) 
2. Even if this order appears wrong (to differentiate this from “self-denial”, this 
has a higher focus on the order and the order/authority comes through more 
clearly than just the feeling of dislike, discomfort, etc.) (can appear wrong to 
others or to the individual) (11A; 12A; 17B; 25A = 4) 
3. Authority insists on the order (whether that authority is from inside such as 
police, superior, or training or outside authority such as from a doctor, DCF, or 
other laws.) (14B; 16B; 22A; 11A; 17B = 5) 
4. Loyalty (having or showing complete and constant support for someone or 
something, including acting without questioning) (17B; 02B; 34A; 16B = 4) 
5. Self-denial (to differentiate this from “even if this order appears wrong to self”, 
this has a higher focus on the self and what the individual likes/dislikes and how 
they feel about it and less focus on the order/authority, including not liking it, 
feeling uncomfortable, etc.) (07A; 11A; 14B; 32A; 19D = 5) 
6. Civil Service (21A; 11A; 14B = 3) 
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Bureaucracy: Constraint Merriam Webster: Something that limits or restricts someone 
or something; Control that limits or restricts someone’s actions or behaviors (as of 
7.11.15 I have not yet gone through barriers but reading these items it is likely there will 
be a lot of overlap with barriers and perhaps these two nodes should be considered 
together. There is also some overlap with “civil servant” and being “forced to do what 
they otherwise might not want to do. For CONSTRAINT I tried to keep the selected 
references to things that impact choice on a larger scale rather than the individual officer, 
but again, it isn’t clean.) Constraints are not part of Weber’s bureaucracy but rather a 
node from open coding but these are constraints that are tied to the bureaucracy in some 
way. 
 
(20 officers total) 
1. Differences in opinion/vision/goals (21A; 17B; 19D; 06B; 32A = 5) 
2. Lack of resources/options (including funding) (20A; 14B; 02B; 27B; 13B; 17B; 
11A; 29B; 01B; 19D; 03B; 28C; 31A; 16B; 26A = 15) 
3. Policies/procedures/protocol/law (including safety driven, HIPAA) (03B; 02B; 
17B; 20A; 25A; 11A; 14B; 19D; 32A = 9) 
4. System/structural issues (including department issues such as shift work and 
personnel issues) (21A; 14B; 02B; 25A; 27B; 16B; 20A; 23A = 8) 
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Bureaucracy: Hierarchy (personnel, rank; Merriam-Webster “a group that controls an 
organization and is divided into different levels; a system in which people or things are 
placed in a series of levels with different importance or status.”) 
 
(21 officers total) 
 
1. Control (e.g. chain of command) (21A; 14B; 02B; 29B; 12A; 29B; 17B; 19D; 
31A; 09A; 13B; 25A; 16B = 13)  
2. Levels/division (including promotion and moving up through the ranks) (08C; 
29B; 13B; 16B; 17B = 5) 
3. Differing status, importance, rank (including roles divided by rank) (28C; 21A; 
05A; 06B; 12A; 14B; 02B; 27B; 29B; 13B; 16B; 17B; 20A; 25A; 07A; 08C; 
22A; 19D = 18) 
a. Higher ranks (21A; 07A; 08C; 02B; 13B; 228; 16B; 14B; 19D; 28C; 29B 
= 11) 
i. Set tone/culture/agenda (21A; 07A; 08C; 02B; 13B; 22A = 6) 
ii. Have more freedom (02B; 16B = 2) 
iii. Less freedom to be unprofessional (joking around) (14B = 1) 
iv. Concerns and responsibilities are broader in scope (02B; 19D = 2) 
v. More responsibility/liability (including increasingly with outsiders) 
(08C; 28C; 29B = 3) 
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Bureaucracy: Jurisdiction, authority Weber: Control over a certain area; governed by 
laws or other regulations, in a formal manner; sanctioned by the people to have specific 
jurisdiction and to fulfill certain functions; legitimate use of force. 
 
(18 officers) 
 
1. Control over a certain area (14B; 16B = 2) 
2. Fulfill certain functions (e.g. enforcer, safety, control) (21A; 07A; 11A; 06B; 
14B; 34A; 16B; 17B = 8) 
3. Formal (following or according with established form, custom, or rule), governed 
by law or other regulations (05A; 06B; 14B; 01B; 16B; 24A; 26A = 7) 
4. Sanctioned by the people (including having limits) (10A; 29B; 32A = 3) 
5. Legitimate (allowed according to rules or laws; real, accepted, or official) use of 
force (including tools used to force – e.g. CJ system, agencies, night 
stick/taser/gun, etc.) (06B; 01B; 24A; 32A; 16B; 11A; 20A = 7) 
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Bureaucracy.Protocol, policy, standards, rules (Weber: Rules governed by laws or 
other procedures in a formal manner. Webster: protocol = a system of rules that explain 
the correct conduct and procedures to be followed in formal situations. Procedure = a 
series of actions that are done in a certain way or order; an established or accepted way of 
doing something.) 
 
(23 officers total) 
 
1. Specific for mental health (03B; 28C; 16B; 22A; 23A; 24A; 25A; 26A = 8) 
2. Dictated by circumstances, history, use of force, training (03B; 04B; 12A; 14B; 
02B; 27B; 32A; 01B; 16B; 19D; 24A = 11) 
3. Use of other professionals, services, resources, next steps (04B; 06B; 12A; 13B; 
16B; 17B; 19D; 24A = 8) 
4. How to respond (e.g. number of officers to respond; when/how to respond; 
staging; steps to follow; options (04B; 06B; 14B; 16B; 18D; 22A; 03B; 11A; 
12A; 28C; 29B; 31A; 32A; 19D = 14) 
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Bureaucracy.Routinization, efficiency, mechanical, dehumanization, specialization, 
objectivity, impersonal (Weber: Bureaucracy becomes routinized and more efficient the 
more mechanical it becomes; specialized in task; expanding specialization, precision, 
speed, unambiguity, knowledge of the files, continuity, discretion, unity, strict 
subordination, reduction of friction and of material and personal costs – these are raised 
to the optimum point in the strictly bureaucratic administration.) 
 
(11 officers total) 
 
1. Specialization (14B; 02B = 2) 
2. Mechanical (07A; 02B; 29B; 34A; 01B; 16B; 17B; 23A; 26A = 9) 
3. Speed (02B; 27B = 2) 
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Bureaucracy.Structure (Organization) 
 
(11 officers total 02B; 06B; 13B; 14B; 16B; 18D; 21A; 22A; 25A; 26A; 27B) 
 
1. Designated person to follow-up (including department clinician) (21A; 06B; 14B; 
13B; 18D; 22A; 25A; 26A = 8) 
2. Organization change takes time (02B; 27B; 13B = 3) 
3. Shifts/hours/schedule based on officer role (21A; 14B; 16B; 26A = 4) 
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Bureaucracy.Supervision (How people are managed and order within the structure 
maintained.) 
 
(15 officers total) 
 
1. Supervisor reads/corrects reports (03B; 06B; 14B; 02B; 27B; 29B; 16B = 7) 
2. Lead, state expectations explicitly (08C; 13B = 2) 
3. Direct reporting to supervisor, discussing incidents, oversight (10A; 14B; 02B; 
27B; 29B; 09A; 20A; 25A; 26A = 9) 
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Collective Consciousness.Community. (Durkheim: Core values, ideas, beliefs, shared 
understanding, shared goals, rules, punishments for the good of society to maintain 
cohesion; can be unwritten – unstated; internal ways of being, doing, controlling; 
mechanisms that control behavior; seeks to regulate morality; society acting as a 
collective to manage deviance.)  
 
(19 participants total) 
 
1. Core values (safety; service) Organizes and drives society toward shared goals; 
general morality of society; Merriam-Webster: something intrinsically valuable 
or desirable.  
2. Ideas, beliefs, shared understanding (04E; 01E; 21A; 06B; 14B; 29B; 31A; 01B; 
16B = 9) 
a. How best to treat/handle/interact with/deal with individuals with mental 
illness  
3. Rules (about socially appropriate behavior) (01E; 06B = 2) 
4. Sanctions/punishments (01E; 06B; 14B; 28C; 34A; 19D = 6) 
a. Formal (e.g. legal, criminal justice involvement, tickets, arrest) (01E; 06B; 
28C; 34A; 19D = 5) 
b. Informal (e.g. press, negative view from others, follow-up from police) 
(06B; 14B; 19D = 3) 
5. How collective consciousness is shared (04E; 01E; 08C; 14B; 02B; 28C; 29B; 
30D; 32A; 34A; 01B; 13B; 16B; 17B = 14)  
a. Person-to-person or person-to-group (04E; 01E; 13B = 3) 
b. Interactions with others (including community policing and being 
involved in the community) (08C; 14B; 02B; 34A = 4) 
c. Larger groups such as community or treatment plan groups (04E; 28C; 
29B; 30D; 01B; 13B; 16B; 17B = 8) 
d. Media (e.g. newspaper, news) (29B; 32A = 2) 
6. Shared goals (e.g. working together, best intervention, divert) (04E; 02E; 02B; 
28C; 01B; 16B = 6) 
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Collective Consciousness.Police. (Durkheim: Core values, ideas, beliefs, shared 
understanding, shared goals, rules, punishments for the good of society to maintain 
cohesion; can be unwritten – unstated; internal ways of being, doing, controlling; 
mechanisms that control behavior; seeks to regulate morality; society acting as a 
collective to manage deviance.)  
 
(27 officers total) 
 
1. Core values (safety; service) Organizes and drives society toward shared goals; 
general morality of society; Merriam-Webster: something intrinsically valuable 
or desirable. (03B; 07A; 08C; 02B; 34A; 13B; 17B = 7) 
2. Ideas, beliefs, shared understanding, (03B; 04B; 05A; 07A; 08C; 02B; 27B; 32A; 
34A; 01B; 13B; 16B; 17B; 18D; 19D; 22A; 23A; 24A = 18) 
a. About their role (e.g. getting the best intervention or help for individuals; 
protect & serve) (03B; 04B; 08C; 02B; 27B; 32A; 34A; 13B; 18D; 19D = 
10) 
b. How to accomplish goals/responsibilities/duties (including working as a 
team, how to handle section 12s; being professional) (03B; 04B; 05A; 
27B; 34A; 01B; 13B; 16B; 17B; 22A; 23A; 24A = 12) 
3. Rules (03B; 07A; 08C; 14B; 02B; 27B; 01B; 17B; 19D; 25A = 10) 
a. Formal (section 12; use of force; policies; uniform; transporting; legal; 
training) (03B; 07A; 14B; 02B; 27B; 01B; 17B; 19D; 25A = 9) 
b. Informal (behavior; negativity) (08C = 1) 
4. Sanctions/punishments (05A; 08C; 12A; 14B; 02B; 15A = 6) 
a. Internal (can be hierarchical in nature; motivation is to change behavior; 
can be formal or informal) (05A; 08C; 14B; 02B; 15A = 5) 
b. External (liability) (05A; 12A = 2) 
5. How collective consciousness is shared (04B; 05A; 07A; 08C; 12A; 02B; 14B; 
31A; 34A; 09A; 13B; 15A; 16B; 17B; 19D; 20A; 22A; 23A; 24A; 25A; 30D = 
21) 
a. Training (including inservice, field training, academy) (04B; 05A; 07A; 
12A; 02B; 34A; 09A; 13B; 16B; 17B; 19D; 22A; 23A; 24A; 25A = 15) 
b. With each other (04B; 05A; 08C; 31A; 34A; 02B; 09A; 13B; 14B; 30D; 
15A; 16B; 17B; 19D; 20A = 15) 
i. Roll call (04B; 31A; 13B = 3)  
ii. Radio/personal communication (04B; 05A; 08C; 02B; 09A; 13B; 
16B; 20A = 8) 
iii. Example (02B = 1) 
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iv. Chain of command (08C; 14B; 13B; 17B = 4) 
v. Reports, logs, computer (30D; 15A; 16B; 19D = 4) 
c. Dispatch (05A; 16B; 19D; 22A = 4) 
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Police.Barriers, obstacles, challenges   
 
(27 officers total) 
 
1. Difference in opinion, vision, on a different page (21A; 06B; 10A; 02B; 27B; 
28C; 29B; 32A; 01B; 16B; 17B; 18D; 19D; 20A; 23A; 25A = 16) 
2. Personnel (21A; 02B; 27B; 15A; 20A; 23A = 6) 
a. Short-staffed (21A; 02B; 27B; 15A; 20A; 23A = 6) 
3. Increase in crime, calls (21A; 08C; 28C; 32A; 16B = 5) 
4. Lack of options, resources, funding, tools, professionals, system (21A; 06B; 07A; 
08C; 10A; 14B; 02B; 27B; 28C; 29B; 01B; 31A; 32A; 34A; 15A; 16B; 18D; 
19D; 20A; 23A; 25A = 21) 
5. Lack of training (05A; 06B; 02B; 28C; 29B; 19D = 6) 
6. Lack of information, unknown (05A; 10A; 14B; 02B; 27B; 28C; 29B; 30D; 32A; 
01B; 15A; 16B; 19D; 22A = 14) 
7. Expectations of others (06B; 08C; 10A; 17B; 29B; 32A; 13B; 16B; 19D = 9)  
a. Community (06B; 08C; 10A; 17B; 29B; 32A; 13B; 16B; 19D = 9)  
b. Based on prior experience (10A; 19D = 2) 
8. HIPAA, laws, rules, policies (02B; 27B; 30D; 32A; 34A; 01B; 15A; 17B; 18D; 
20A; 23A; 25A = 12) 
9. Repeat calls (10A; 14B; 02B; 28C; 34A; 13B; 15A; 16B; 17B; 18D; 19D = 11) 
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Police.Influence.Environmental.Context (What is the context that may influence the 
situation including the number of mental health calls) 
 
(33 officers total) 
 
1. Psychiatric hospital; group homes, half-way houses, other CMHC (including 
residential schools) in the community (03B; 04B; 05A; 06B; 27B; 31A; 08C; 
11A; 12A; 14B; 01B; 16B; 02B; 29B; 34A; 09A; 15A; 22A; 23A; 24A; 25A; 26A 
= 22) 
2. Change in number of calls over time (04B; 05A; 06B; 07A; 08C; 12A; 14B; 27B; 
28C; 32A; 01B; 16B = 12) 
3. Number of calls (including “frequent”, “Frequent flyer”, being familiar based on 
repeated calls) (03B; 04B; 05A; 06B; 07A; 02B; 10A; 11A; 27B; 28C; 29B; 30D; 
31A; 32A; 33A; 34A; 09A; 13B; 15A; 16B; 17B; 20A; 22A; 23A; 24A; 25A; 
26A = 27) 
4. Increased diagnoses (04B; 05A; 08C = 3) 
5. Community (03B; 21A; 06B; 11A; 12A; 27B; 08C; 19D; 17B; 15A; 34A; 33A; 
25A; 16B; 32A; 29B; 01B; 13B = 18) 
a. Small (08C; 19D; 17B; 15A; 34A; 33A = 6) 
b. Has money (03B; 08C; 19D; 25A = 4) 
c. Expectations/thoughts (21A; 06B; 11A; 12A; 27B; 17B; 16B; 32A = 8) 
d. Community partnerships, collaboratives, working relationships with 
clinicians (jail diversion worker) (29B; 01B; 13B; 17B; 19D = 5) 
6. Deinstitutionalization (03B; 04B; 06B; 08C; 14B; 27B; 28C; 12A; 15B; 34A = 
10) 
7. Societal/system level factors (07A; 08C; 14B; 32A; 13B; 28C = 6) 
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Police; Influence.History (previous history with an individual; history with the family; 
what goes into the backdrop of the current encounter?) 
 
(27 officers total) 
 
1. Police (06B; 11A; 12A; 01B; 14B; 02B; 29B; 30D; 31A; 32A; 09A; 13B; 15A; 
16B; 17B; 18D; 19D; 20A; 23A; 26A; 27B; 28C; 32A; 10A; 22A; 25A; 34A = 
27) 
a. Know what to expect; have a baseline/know about the individual; 
relationship/rapport (specific to an individual or a particular address) 
(06B; 11A; 12A; 01B; 14B; 02B; 29B; 30D; 31A; 32A; 09A; 13B; 15A; 
16B; 17B; 18D; 19D; 20A; 23A; 26A = 20) 
b. Hopelessness (12A; 14B; 02B; 27B; 28C; 17B; 19D; 20A = 8) 
c. Unexpected outcome Complacency (32A; 17B; 20A = 3) 
2. Family shares information with police (10A; 27B; 19D; 20A; 22A; 25A; 26A = 7) 
3. Person with mental illness has previous experience with police (11A; 12A; 20A; 
26A = 4) 
4. Language used (06B; 14B; 34A; 15A; 16B; 11A; 12A; 17B; 01B; 27B; 02B; 10A 
= 12) 
a. Frequent flyer (06B; 14B; 34A; 15A; 16B = 5) 
b. Other language related to frequency of interactions (consistent; fairly 
often; all the time; keeps comin’ back; regular basis; over and over again; 
repeat non-emergency; public safety calls; goin’ there a lot; go there all 
the time; weekly or monthly basis) (11A; 12A; 17B; 01B; 27B; 02B; 14B; 
10A = 8) 
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Police; Influence.Personal (what are the personal pieces that come through that 
influence the situation?) 
 
(28 officers total) 
 
1. Compassion/care (01A; 07A; 08C; 11A; 14B; 02B; 28C; 32A; 13B; 16B; 18D; 
19D; 22A; 23A; 24A; 25A = 16) 
2. Personal experience with individuals living with mental illness (04B; 07A; 08C; 
11A; 12A; 02B; 17B; 18D; 20A = 9) 
a. Family (07A; 08C; 11A; 02B; 17B; 18D; 20A = 7) 
b. Non-family (04B; 12A = 2) 
3. Interest/desire (01A; 14B; 02B; 27B; 29B; 30D; 31A; 34A; 09A; 15A; 16B; 17B; 
22A; 23A; 24A; 26A = 16) 
4. Skills (01A; 06B; 07A; 08C; 11A; 14B; 32A; 13B = 8) 
a. Listening, communication (06B; 07A; 32A = 3) 
b. Understanding/empathy, patience, non-judgmental, relate on a personal 
level, calming (01A; 07A; 08C; 11A; 13B; 14B = 6) 
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Police.Influence.Professional (Any professional components that influence the situation) 
 
(34 officers total) 
 
1. Previous experience (08C; 21A; 03B; 04B; 07A; 30D; 06B; 18D; 34A; 02B; 27B; 
33A; 22A; 23A; 12A = 15) 
a. Other types of law enforcement (e.g. different types of PD – university, 
Department of Corrections (06B; 08C; 18D; 24A = 4) 
b. Military (08C; 02B; 27B; 33A = 4) 
c. EMT/Paramedic; hospital; mental health facility (07A; 30D; 03B; 04B; 
22A; 23A; 24A = 7) 
d. Other (attorney; restaurant; school teacher (21A; 12A = 2) 
2. Training (03B; 05A; 06B; 07A; 08C; 10A; 11A; 02B; 34A; 01B; 13B; 15A; 16B; 
17B; 18D; 23A; 24A; 25A; 26A; 27B; 33A; 22A; 04B; 12A; 31A; 19D; 20A; 
28C; 32A; 09A; 21A; 02B; 30D; 29B = 34) 
a. Formal (03B; 05A; 06B; 07A; 08C; 10A; 11A; 02B; 34A; 01B; 13B; 15A; 
16B; 17B; 18D; 23A; 24A; 25A; 26A; 27B; 33A; 22A; 04B; 12A; 31A; 
19D; 20A; 28C; 32A; 09A; 21A; 02B; 30D; 29B = 34) 
i. Academy (03B; 05A; 06B; 07A; 08C; 10A; 11A; 02B; 34A; 01B; 
13B; 15A; 16B; 17B; 18D; 23A; 24A; 25A; 26A; 27B = 20) 
1. EDP class (03B; 01B; 16B = 3) 
2. Types of mental health issues (03B; 05A; 23A = 3) 
3. Other topics (e.g. safety, EMT) (03B; 27B = 2) 
ii. Inservice (03B; 04B; 05A; 06B; 08C; 12A; 02B; 27B; 31A; 13B; 
17B; 18D; 19D; 20A; 25A; 26A; 33A; 01B; 22A = 19) 
iii. Field Training (05A; 17B; 23A; 24A = 4) 
iv. Other specialized trainings (05A; 07A; 10A; 11A; 12A; 02B; 28C; 
32A; 09A; 24A; 26A = 11) 
1. CIT (21A; 02B; 30D; 32A; 13B; 19D = 6) 
2. Mental health related (07A; 29B; 09A; 13B = 4) 
3. Other specializations (e.g. elders & Alzheimer’s; hostage 
negotiation; domestic violence; sexual assault; drugs; 
defensive tactics) (21A; 10A; 11A; 18D; 26A = 5) 
b. Informal (03B; 04B; 05A; 06B; 07A; 11A; 14B; 02B; 28C; 31A; 32A; 
09A; 15A; 17B; 18D; 19D; 20A; 22A; 23A; 24A; 25A; 26A = 22) 
i. Through experience (03B; 04B; 05A; 06B; 07A; 11A; 14B; 02B; 
28C; 31A; 32A; 09A; 15A; 17B; 18D; 19D; 20A; 22A; 23A; 24A; 
25A; 26A = 22) 
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ii. Self-directed (06B; 07A 02B = 3) 
3. Community Engagement (21A; 04B; 14B = 3) 
a. Teach others (e.g. DARE, bullying & good choices) (21A = 1) 
b. Developmental disabilities (21A; 04B; 14B = 3) 
4. Thoughts about training (05A; 06B; 07A; 08C; 28C; 23A = 6) 
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Police.Perception of Person with Mental Illness  
 
(20 officers total)  
 
1. There’s a reason for behavior (05A; 06B; 10A; 11A; 12A; 02B; 28C; 31A; 32A; 
01B; 23A = 11) 
2. Need help (05A; 06B; 08C; 11A; 12A; 14B; 02B; 28C; 29B; 31A; 01B; 13B; 
15A; 23A = 14) 
3. Members of the community, same as others (06B; 14B; 02B; 01B; 09A; 23A = 6) 
4. Unpredictable, volatile, heightened state (03B; 05A; 07A; 10A; 15A; 26A = 6) 
5. Episodic (08C; 11A; 12A; 14B; 02B; 28C; 29B = 7) 
  
262 
 
Police.Personal impact, philosophy (How the officer is personally impacted; personal 
philosophy or belief system) 
 
(26 officers total) (21A; 03B; 04B; 05A; 06B; 07A; 08C; 11A; 12A; 14B; 02B; 32A; 
34A; 01B; 13B; 15A; 17B; 18D; 19D; 22A; 23A; 10A; 28C; 30D; 26A; 33A) 
  
1. Proactive approach (21A; 05A; 12A; 14B; 02B; 28C; 32A; 01B; 13B; 15A = 10) 
2. Help/provide service (21A; 03B; 04B; 05A; 06B; 07A; 08C; 11A; 12A; 14B; 
02B; 32A; 34A; 01B; 13B; 15A; 17B; 18D; 19D; 22A; 23A = 21) 
3. Golden rule, treat everyone the same (08C; 10A; 12A; 14B; 33A; 34A; 01B; 15A; 
19D; 22A; 23A = 11) 
4. Relationships and communication are important (21A; 07A; 08C; 14B; 02B; 28C; 
30D; 01B; 26A = 9) 
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Police.Resources (The node Bureaucracy.Resources was also analyzed. There was 
nothing additional in that node that was not already captured in this node. In going 
through and analyzing these nodes I tried to differentiate between officer specific and the 
larger bureaucracy or organization specific resources. I found this difficult and as 
evidenced by just this one node to cover both, ultimately left them together. Part of my 
struggle with this is that it is challenging to delineate between where the officer stops and 
the larger bureaucracy starts. Often officers use the collective “we” or “us” and the 
resources are not unique to them individually but rather they are shared resources among 
all of the officers and the organization.) 
 
(34 officers total) 
 
1. Training (21A; 05A; 06B; 12A; 07A; 08C; 11A; 02B; 27B; 28C; 31A; 32A; 09A; 
13B; 16B; 19D; 22A; 23A; 24A = 19) 
2. Personnel (21A; 05A; 06B; 07A; 14B; 08C; 28C; 13B; 31A; 16B; 17B; 19D; 
20A; 22A; 23A; 24A; 25A; 26A = 18) 
3. Information (including history, what calms individual, special needs; can come 
from doctors, MH providers; family; previous experience; landlord, dispatch) 
(03B; 04B; 05A; 11A; 07A; 08C; 12A; 14B; 27B; 30D; 29B; 33A; 34A; 01B; 
13B; 15A; 16B; 17B; 18D; 19D; 20A; 22A; 23A; 24A; 25A; 26A = 26) 
4. Hospital, ER, psychiatric hospital (03B; 05A; 06B; 08C; 10A; 11A; 12A; 14B; 
02B; 27B; 28C; 29B; 17B; 31A; 32A; 34A; 01B; 09A; 15A; 16B; 18D; 19D; 
20A; 22A; 23A; 24A = 26) 
5. Courts, CJ system (03B; 06B; 28C; 11A; 27B; 15A; 29B; 01B; 16B; 17B; 18D; 
19D = 12) 
6. Mental Health services, organizations, group homes (03B; 05A; 06B; 14B; 07A; 
08C; 12A; 02B; 27B; 28C; 29B; 31A; 34A; 09A; 13B; 15A; 16B; 17B; 18D; 
19D; 22A; 26A = 22) 
7. Providers (mental health, medical) (05A; 06B; 11A; 27B; 07A; 02B; 28C; 32A; 
13B; 29B; 31A; 01B; 09A; 17B; 18D; 19D; 22A; 23A; 24A; 26A = 20) 
8. Relationships, communication (04B; 08C; 27B; 07A; 12A; 02B; 01B; 16B; 29B; 
32A; 33A; 13B; 16B; 17B; 18D; 19D; 26A = 17) 
9. Section 12 (see “Administrative” node) 
10. Tools (07A; 32A; 16B; 29B; 30D; 16B; 18D; 20A; 19D; 22A = 10) 
11. Family (05A; 07A; 02B; 14B; 27B; 28C; 34A; 09A; 13B; 18D; 19D; 20A; 24A; 
26A = 14) 
12. Resources unspecified (05A; 07A; 08C; 10A; 14B; 27B; 28C; 30D =8) 
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13. Other (landlord; EMT; fire; schools; money, community organizations, ) (11A; 
02B; 03B; 10A; 12A; 27B; 29B; 31A; 32A; 01B; 15A; 16B; 18D; 20A; 23A; 
24A; 26A = 17) 
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Police.Roles/Goals (How do they define their role(s) and what are their goals…these are 
combined because there is so much overlap in their goals based on how they view their 
role(s).) 
 
(34 officers total) 
 
1. Teach courses (21A; 04B; 08C; 21A; 02B; 30D; 32A; 16B; 17B; 18D; 19D; 34A 
= 12) 
a. Community (04B; 08C; 02B; 30D; 16B; 34A = 6) 
b. Other police (21A; 02B; 30D; 32A; 17B; 18D; 19D = 7) 
2. First Responders/Triage/initial contact/respond to calls (21A; 05A; 07A; 10A; 
11A; 12A; 14B; 02B; 27B; 28C; 29B; 30D; 32A; 33A; 34A; 01B; 13B; 15A; 
16B; 17B; 18D; 19D; 20A; 22A; 23A; 24A; 25A; 26A = 28) 
3. Follow-up (including getting more information and doing further investigation) 
(21A; 05A; 06B; 12A; 14B; 02B; 30D; 32A; 01B; 09A; 13B; 15A; 18D; 19D; 
23A; 24A; 25A = 17) 
4. Safety/control environment/calm situation down/secure 
environment/peacekeeping/protectors of society (03B; 04B; 05A; 06B; 07A; 08C; 
10A; 11A; 12A; 14B; 02B; 27B; 28C; 29B; 30D; 32A; 33A; 34A; 01B; 13B; 
16B; 17B; 18D; 19D; 20A; 22A; 23A; 25A; 26A = 29) 
5. Community Policing/Build relationships/rapport/community relations/ role 
model/ boards & committees (03B; 21A; 04B; 06B; 07A; 08C; 10A; 12A; 14B; 
02B; 27B; 29B; 30D; 32A; 33A; 34A; 01B; 09A; 13B; 15A; 16B; 17B; 18D; 
19D; 22A; 22A; 23A; 24A; 26A = 29) 
6. Resources/referrals for service/getting people help (03B; 04B; 05A; 07A; 08C; 
10A; 11A; 12A; 14B; 02B; 27B; 28C; 29B; 30D; 32A; 34A; 01B; 09A; 13B; 
15A; 16B; 17B; 18D; 19D; 20A; 22A; 23A; 24A; 25A = 29) 
7. Administrative (paperwork, reports, etc. see “administrative” node) 
8. Law Enforcement/Investigate crimes/crime prevention/arrests/specific to 
criminal (03B; 07A; 10A; 11A; 12A; 02B; 27B; 28C; 29B; 32A; 33A; 34A; 01B; 
13B; 16B; 17B; 18D; 20A; 24A; 25A = 20) 
9. Well-being checks (05A; 07A; 08C; 20A = 4) 
10. Social control/control (this is different from safety in that these have a clear 
element of controlling or enforcing what society has deemed as right and wrong, 
not just calming a situation down) (05A; 11A; 12A; 32A = 4) 
11. Patrol (21A; 05A; 10A; 11A; 12A; 29B; 30D; 09A; 15A; 16B; 17B; 18D; 19D; 
20A; 22A; 23A; 24A; 25A; 26A = 19) 
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12. Suicide & Assessment (assessment of situation / suicide assessment and 
intervention) (06B; 10A; 11A; 14B; 02B; 27B; 28C; 30D; 32A; 34A; 01B;  09A; 
15A; 16B; 17B; 18D; 19D; 20A; 22A; 23A; 24A; 25A = 22) 
13. Finding people (06B; 10A; 11A; 12A; 14B; 02; 27B; 17B; 19D; 20A = 10) 
14. Protectors of society (DV; violence; sexual assault, protection, etc. These are 
different from “safety” as these have a clear element of violence) (05A; 06B; 
08C; 11A; 02B; 27B; 29B; 30D; 32A; 33A; 34A; 01B; 13B; 15A; 16B; 17B; 
18D; 19D; 20A; 22A; 23A; 24A = 22) 
15. Responding to PWMI (all 34 officers) (all 34 officers talked about their role in 
responding to individuals with mental illness. The three sub-headers are the 
specific roles that were most discussed in relation to individuals with mental 
illness, other than section 12s which can be seen on the “administrative” node) 
a. Try to get them evaluated (05A; 06B; 12A; 14B; 27B; 30D; 01B; 20A; 
22A; 23A = 10) 
b. Reach out to family/friends (these are different from follow-up listed 
above in that they are specific to individuals with mental illness and 
getting more information from family/friends about the individual) (21A; 
05A; 07A; 08C; 10A; 11A; 14B; 02B; 27B; 28C; 30D; 33A; 34A; 09A; 
13B; 16B; 19D; 20A; 22A = 19) 
c. Transport to hospital (the police role with transport can either be 
transporting individuals themselves or helping to get them transported via 
ambulance. It was not always clearly articulated in the data whether 
respondent was referring to transport themselves or via ambulance so they 
are not differentiated here but rather grouped together) (05A; 06B; 07A; 
08C; 11A; 12A; 14B; 02B; 27B; 29B; 32A; 01B; 15A; 16B; 20A; 22A; 
24A; 25A; 26A = 19) 
16. Use of force (08C; 14B; 02B; 27B; 30D; 32A; 33A; 34A; 16B; 17B; 19D; 20A; 
24A; 25A = 14) 
17. Supervision, leadership (supervision; management of those of a lower rank; 
write, adjust policies; accreditation; grants etc.) (14B; 02B; 27B; 28C; 29B; 30D; 
32A; 13B; 16B; 17B = 10) 
18. Keep people alive (06B; 02B = 2) 
19. Solve problems more permanently (02B; 15A; 16B = 3) 
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Moment of Engagement.Family 
 
(3 families; 1 officer total) 
 
1. Before (e.g. try to get help including crisis team, police wellness check, fire 
department; family dynamics including heavy drinking and arrests; substance 
abuse; offered choice of program or jail; emotional circumstances including 
child’s birthday) (02E; 01E; 03E = 3) 
2. During (e.g. son in crisis; police called ambulance; crisis not helpful; put in cab 
by police rather than arrest; family uses physical to remove from situation; anger 
and confrontation; informs child parent calling police; child violent and threatens 
violence; parents not on same page; parent tries to intervene; police asked parent 
opinion; police violence (02E; 01E; 03E = 3) 
3. After (e.g. court involvement; son still agitated; parents not on same page; son 
forced to apologize; parent regrets; meeting with attorney; letter to police) (01E; 
03E; 22A = 3) 
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Moment of Engagment.Police  
 
(33 officers total) 
 
1. Before (21A; 03B; 04B; 05A; 06B; 07A; 08C; 10A; 11A; 14B; 02B; 28C; 29B; 
30D; 31A; 32A; 34A; 01B; 09A; 13B; 15A; 16B; 18D; 19D; 20A; 24A; 26A = 
27) 
a. Information including previous history and/or collateral information 
and/or information about scene or situation (03B; 04B; 05A; 07A; 08C; 
10A; 11A; 14B; 28C; 30D; 31A; 32A; 34A; 01B; 09A; 13B; 15A; 16B; 
18D; 19D; 20A; 24A; 26A = 23) 
b. Relationships or help from others including family (21A; 05A; 06B; 10A; 
11A; 34A; 01B; 20A = 8) 
c. Little or no information, including inaccurate information (10A; 11A; 
02B; 29B; 30D; 31A; 34A; 01B; 20A = 9)  
2. During (see also Police.Gauging crisis, assessment, decision making) (03B; 04B; 
05A; 06B; 07A; 10A; 11A; 12A; 14B; 02B; 27B; 28C; 30D; 31A; 32A; 34A; 
01B; 09A; 13B; 15A; 16B; 17B; 18D; 20A; 22A; 23A; 26A = 27) 
a. PWMI (including ADLs, dress, behavior, violence, speech) (03B; 05A; 
06B; 07A; 10A; 11A; 12A; 14B; 02B; 27B; 30B; 31A; 32A; 34A; 01B; 
09A; 15A; 16B; 17B; 18D; 20A; 22A; 23A; 26A = 24) 
b. De-escalation, including trying and finding what works (04B; 05A; 06B; 
07A; 11A; 02B; 30B; 09A; 13B; 18D; 20A; 22A; 23A; 26A = 14) 
c. Limited options (03B; 06B; 11A; 27B; 28C; 16B; 18D = 7) 
d. Section (see Bureaucracy.Administrative) 
3. After (03B; 05A; 06B; 07A; 11A; 12A; 02B; 27B; 28C; 29B; 32A; 34A; 01B; 
13B; 15A; 16B; 17B; 18D; 19D; 20A; 22A; 23A; 24A = 23) 
a. See person again, follow-up (03B; 05A; 11A; 12A; 02B; 27B; 28C; 29B; 
32A; 34A; 13B; 15A; 17B; 18D; 19D; 20A; 22A; 23A; 24A = 19) 
b. Referral (05A; 28C; 16B; 17B; 18D; 22A = 6) 
c. Don’t see person again (05A; 06B; 11A; 01B; 19D; 23A = 6) 
d. Transport (07A; 11A; 27B = 3) 
e. Testify in court, court involvement (32A; 16B; 17B; 18D; 20A = 5) 
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Police.Gauging crisis, assessment, decision making  
 
(33 officers total) 
 
1. Safety is a priority (03B; 05A; 06B; 07A; 11A; 12A; 14B; 02B; 30D; 32A; 33A; 
34A; 01B; 13B; 15A; 16B; 17B; 18D; 19D; 20A; 22A; 23A; 24A; 25A = 24) 
2. Choices based on circumstances, options including time (03B; 05A; 06B; 11A; 
12A; 14B; 02B; 27B; 28C; 29B; 30D; 32A; 33A; 34A; 01B; 15A; 16B; 17B; 
19D; 20A; 23A; 24A; 25A; 26A = 24) 
3. Decisions (05A; 06B; 07A; 10A; 11A; 12A; 14B; 02B; 27B; 28C; 29B; 30D; 
32A; 34A; 01B; 09A; 13B; 15A; 16B; 17B; 18D; 20A; 22A; 23A; 24A; 25A; 
26A = 27) 
a. Arrest (06B; 11A; 02B; 27B; 28C; 29B; 18D = 7) 
b. Use of force (05A; 07A; 10A; 11A; 14B; 02B; 27B; 32A; 34A; 16B; 18D; 
20A; 23A; 25A = 14) 
c. Divert (including help, referral, formal such as section 12, informal) (05A; 
07A; 11A; 12A; 14B; 02B; 27B; 28C; 29B; 32A; 01B; 09A; 13B; 15A; 
16B; 17B; 18D; 23A; 24A; 25A; 26A = 21) 
d. Peace keeping (10A; 11A; 12A; 14B; 02B; 30D; 32A; 13B = 8) 
4. How they gauge and assess (21A; 03B; 04B; 05A; 06B; 07A; 10A; 11A; 12A; 
14B; 02B; 27B; 29B; 30D; 31A; 32A; 33A; 34A; 01B; 09A; 13B; 15A; 16B; 
17B; 18D; 19D; 20A; 22A; 23A; 24A; 25A; 26A = 32) 
a. Communication, information (21A; 04B; 14B; 02B; 27B; 32A; 33A; 34A; 
09A; 15A; 18D; 19D; 20A; 22A; 23A; 24A; 26A = 17) 
b. Be prepared, adapt to situation (03B; 05A; 07A; 10A; 11A; 12A; 14B; 
02B; 29B; 33A; 34A; 16B; 17B; 18D; 19D; 20A; 23A; 24A; 26A = 19) 
c. Scene cues including behavior of individuals (03B; 05A; 06B; 07A; 10A; 
11A; 12A; 14B; 02B; 27B; 29B; 30D; 31A; 32A; 33A; 34A; 01B; 15A; 
16B; 18D; 19D; 20A; 23A; 24A; 25A; 26A = 26) 
d. Familiarity with people (04B; 05A; 06B; 10A; 11A; 12A; 14B; 29B; 31A; 
32A; 09A; 13B; 15A; 17B; 18D; 20A; 23A; 25A; 26A = 19) 
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Power.Families to Person with Mental Illness.1st Dimension 
 
(1 family total) 
 
1. (Lukes & Gaventa: A has power over B; brute force; can be used when other 
dimensions do not work; used to maintain ground that has been taken.) Brute 
force, physical, to get the other person to do what they don’t want or otherwise 
wouldn’t do, control (including threat of physical) (01E) 
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Power.Families to Person with Mental Illness.2nd Dimension 
 
(2 officers total; 2 families total) 
 
1. (Lukes & Gaventa; A deliberately arranges the agenda so that B is excluded; 
agenda setting; pre-determining the agenda; controlling what is important and 
worth being attended to) Manipulating including verbal, trying to get individual to 
change behavior based on circumstances or convincing them through what is 
being said, control (04E; 01E; 18D; 20A = 4) 
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Power.Other Examples.1st Dimension 
 
(9 officers total; 1 family total) 
 
1. (Lukes & Gaventa: A has power over B; brute force; can be used when other 
dimensions do not work; used to maintain ground that has been taken.) Brute 
force, physical to get the other person to do what they don’t want or otherwise 
wouldn’t do, control (including threat of physical. These also include examples 
where it is not clear if the individual has mental illness or it is directed at someone 
other than family, PWMI, or police officer) (01E; 21A; 14B; 34A; 15A; 16B; 
17B; 22A; 23A; 24A = 10) 
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Power.Other Examples.2nd Dimension 
 
(5 officers total; 1 family total) 
 
1. (Lukes & Gaventa; A deliberately arranges the agenda so that B is excluded; 
agenda setting; pre-determining the agenda; controlling what is important and 
worth being attended to) Manipulating including verbal, trying to get individual to 
change behavior based on circumstances or convincing them through what is 
being said, control (04E; 21A; 08C; 34A; 16B; 23A = 6) 
  
274 
 
Power.Other Examples.3rd Dimension 
 
(4 officers total; 1 family total) 
 
1. (Lukes & Gaventa: A manipulating the environment in such a way as to create a 
perception of B that B internalizes; used to bring about desired behavior in others; 
internalizing perception) stigma (These also include examples where it is not clear 
if the individual has mental illness or it is directed at someone other than family, 
PWMI, or police officer) (05E; 29B; 34A; 01B; 13B = 5) 
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Power.Police to Person with Mental Illness.1st Dimension 
 
(29 officers total; 1 family total) 
 
(Lukes & Gaventa: A has power over B; brute force; can be used when other dimensions 
do not work; used to maintain ground that has been taken.) to get the other person to do 
what they don’t want or otherwise wouldn’t do, control (including threat) 
 
1.  Use of weapons or tools (21A; 03B; 27B; 30D; 32A; 16B; 17B; 20A = 8) 
2. Physical use of force and/or restraint (03E; 03B; 07A; 12A; 14B; 02B; 27B; 28C; 
29B; 30D; 32A; 01B; 15A; 16B; 18D; 20A; 23A; 25A; 26A = 19) 
3. Arrest (06B; 11A; 02B; 27B; 28C; 29B; 01B; 16B; 17B; 18D = 10) 
4. Section 12 against will (see also Bureaucracy.Administrative for more section 12) 
(03B; 06B; 07A; 10A; 11A; 12A; 14B; 02B; 27B; 28C; 29B; 31A; 34A; 01B; 
09A; 15A; 16B; 18D; 19D; 20A; 22A; 23A; 24A = 23) 
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Power.Police to Person with Mental Illness.2nd Dimension 
 
(22 officers total; 1 family total) 
 
(Lukes & Gaventa; A deliberately arranges the agenda so that B is excluded; agenda 
setting; pre-determining the agenda; controlling what is important and worth being 
attended to) Manipulating including verbal, trying to get individual to change behavior 
based on circumstances or convincing them through what is being said, control. 
 
1. Section 12 willingly (see also Bureaucracy.Administrative for more section 12) 
(04E; 03B; 04B; 05A; 10A; 11A; 14B; 34A; 01B; 09A; 18D; 20A; 22A; 23A; 
24A; 25A; 26A = 17) 
2. Verbal (05A; 06B; 07A; 10A; 11A; 12A; 14B; 32A; 01B; 09A; 16B; 20A; 22A; 
23A; 26A = 15) 
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Power.Person with Mental Illness to Families.1st Dimension 
 
(5 officers total; 1 family total) 
 
1. (Lukes & Gaventa: A has power over B; brute force; can be used when other 
dimensions do not work; used to maintain ground that has been taken.) Brute 
force, physical to get the other person to do what they don’t want or otherwise 
wouldn’t do, control (01E; 11A; 12A; 14B; 15A; 16B = 6) 
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Power.Person with Mental Illness to Police.1st Dimension 
 
(5 officers total; 1 family total) 
 
1. (Lukes & Gaventa: A has power over B; brute force; can be used when other 
dimensions do not work; used to maintain ground that has been taken.) Brute 
force, physical, to get the other person to do what they don’t want or otherwise 
wouldn’t do, control (03E; 11A; 14B; 01B; 20A; 25A = 6) 
  
279 
 
Police.Perception of Family 
 
(30 officers total) 
 
1. They recognize signs, cues, individual needs help (03B; 04B; 05A; 17B = 4) 
2. Initiate call to police, seek help from police, work with police, supportive of 
police (03B; 04B; 06A; 10A; 11A; 12A; 14B; 27B; 28C; 13B; 16B; 18D; 23A = 
13) 
3. Try to get help for individual (e.g. from professionals, others) (03B; 04B; 10A; 
14B; 27B; 15A = 6)  
4. Provide information, are honest about individual, situation, history, etc. (including 
proactively and/or what helps stabilize/calm) (03B; 04B; 06B; 07A; 10A; 11A; 
30D; 34A; 09A; 18D; 19D; 20A; 23A; 24A; 26A = 15) 
5. Don’t recognize individual needs help (03B; 04B; 05A; 12A; 24A = 5) 
6. Doin’ the best they can (are involved) (04B; 05A; 06A; 08C; 10A; 12A; 14B; 
28C; 29B; 30D; 34A; 13B = 12)  
7. Have limited training, don’t know what to do (05A; 11A; 02B; 28C; 34A; 18D = 
6) 
8. Aren’t always honest (01B; 15A; 17B; 18D; 19D; 24A = 6) 
9. Have given up on person living with mental illness (12A; 14B; 27B; 28C; 29B; 
13B; 15A; 18D; 23A = 9) 
10. Police give family a choice in how to handle (11A; 22A; 26A = 3) 
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Police.Choices  
 
(11 officers total) 
 
1. Uncertainty around how to respond and choices (05A; 06B; 11A; 16B; 17B; 19D 
= 6) 
2. Deliberate choices (including when to violate police, knowing individual has 
mental illness changes choice) (12A; 02B; 32A = 3) 
3. Often are made quickly in the moment and is important (02B; 27B; 31A; 32A = 
4) 
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Family.Roles 
 
(4 families total) 
 
1. Find resources, options, plan, educate (04E; 03E = 2) 
2. Coordinate, part of the team, (04E; 02E; 01E = 3) 
3. Be involved (04E = 1) 
4. Call in crisis (02E; 01E = 2) 
5. Safety, control (01E = 1) 
6. Parent (e.g. teaching respectful behavior) (01E =1) 
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Family.Resources 
 
(5 families total) 
 
1. Help with children (04E = 1) 
2. Police (including dispatch) (04E; 02E; 01E = 3) 
3. Community, collaborative groups (including CCIT, other teams, crisis) (04E; 02E 
= 2) 
4. Programs (including jail diversion) (02E; 03E 05E = 3) 
5. Relationships (02E = 1) 
6. Mental Health professionals (02E: 01E; 03E = 3) 
7. Hospital (04E = 1) 
8. Medication (01E = 1) 
9. Advocacy organizations (05E = 1) 
10. Financial (05E = 1) 
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Family.Personal impact, philosophy 
 
(4 families total) 
 
1. Impact (04E; 01E; 03E; 05E = 4) 
2. Philosophy (04E; 05E = 2) 
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Family.Perception of Person with Mental Illness 
 
(5 families total) 
 
1. Healthy through high school (04E = 1) 
2. Issues began early on (01E; 03E = 2) 
3. Positive (e.g. bright, did well academically, happy, athletic, good writer, has 
potential, kind, compassionate, beautiful) (04E; 01E; 05E = 3) 
4. Negative (e.g. not easily trusting, makes excuses, not motivated, no focus, 
defensive, violent, unhappy, in pain, self-medicating, doesn’t want to miss out, 
feisty, doesn’t care for self, lies) (02E; 01E; 03E; 05E = 4) 
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Family.Perception of Police 
 
(5 families total) 
 
1. Their approach makes a difference (04E = 1) 
2. Need clarity of role (04E = 1) 
3. History with individual helps (04E = 1) 
4. Education is important (04E; 02E = 2) 
5. Can be a catalyst for help (02E = 1) 
6. Positive (e.g. kind, sympathetic, patient, calm, professional, used discretion) (02E; 
01E; 05E = 3) 
7. Negative (e.g. had an agenda, don’t like being disrespected, get heated, power 
trip, don’t listen) (03E = 1) 
8. Don’t listen to family (03E = 1) 
9. Gave family a choice (01E = 1) 
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Family.Gauging crisis, assessment, decision making 
 
(4 families total) 
 
1. Parents don’t know what to do (04E =1) 
2. Differing opinion/assessment of crises (04E; 02E; 01E; 03E = 4) 
3. Make plans ahead of time for crisis (01E = 1) 
4. Anger, physical behavior of individual with mental illness (01E; 03E = 2) 
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Family.Influence.Environmental.Current Context 
 
(4 families total) 
 
1. Comparisons with other family (04E; 01E; 05E = 3) 
2. System (04E = 1) 
3. Proximity of loved one (01E; 03E = 2) 
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Family.History 
 
(5 families total) 
 
1. Testing (04E; 01E; 03E = 3) 
2. Trying to get help (04E; 01E; 03E; 05E = 4) 
3. Loss (04E; 05E = 2) 
4. Hospitalizations (04E; 02E; 03E = 3) 
5. Long duration (02E; 01E; 03E = 3) 
6. Court involvement (01E; 05E =2) 
7. Violence (01E; 03E =2) 
8. Drinking, substances (including family history) (01E; 03E; 05E =3) 
9. Jail (03E = 1) 
10. Trauma (03E = 1) 
11. Family history of mental illness (05E = 1) 
  
289 
 
Family.Goals 
 
(4 families total) 
 
1. Best for child (04E; 01E; 03E = 3) 
2. Help for individual with mental illness (04E; 01E = 2) 
3. Team approach (02E = 1) 
4. Treatment plan (02E = 1) 
5. Education for officers (02E = 1) 
6. Safety (01E = 1) 
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Family.Choices 
 
(3 families total) 
 
1. Use of physical force (01E = 1) 
2. Call police, legal route (01E; 03E = 2) 
3. Sacrifice for children (03E = 1) 
4. Choices of person with mental illness impact others (01E; 03E = 2) 
5. Choices against person with mental illness (03E = 1) 
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Family.Barriers, obstacles, challenges 
 
(5 families total) 
 
1. Lack of help from professionals, lack of services (04E; 02E; 03E; 05E = 4) 
2. Don’t understand language, terminology (04E = 1) 
3. Lack of clarity around roles; lack of communication; HIPAA restrictions; (04E; 
03E = 2) 
4. Person with mental illness doesn’t want help; characteristics of loved one;  (01E; 
03E; 05E = 3) 
5. Difference of opinion (including from spouse) (01E = 1) 
6. Lack of appropriate housing (03E = 1)  
7. Lack of support (03E = 1) 
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Family.Influence.Environmental.Historical context 
 
(1 families total) 
 
1. Family knowledge of community (02E =1) 
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Appendix H: All Node Diagrams 
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Appendix I: Police Response Model 
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